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THE BEST WAY 
To 
Feed A Baby 


There are many methods of artificially feeding 
babies. Often the physician asks What is the 
best way? 


The Answer: 


T here are no standardized babies and 
therefore no standardized foods are 
suitable for all babies. The require- 
ments of the individual baby must be 
considered. 








Thisis why the formulas of Mead’s Dextri-Maltose, 
cow’s milk and water are most popular with a 
majority of physicians, because these formulas can 
be regulated to suit the requirements of the indi- 


vidual baby. 
First Thought ~ Breast Milk. 


Second Thought Mead’s Dextri-Maltose, Cow’s 
Milk and Water. 


Scientific literature and a supply of 
Dextri-Maltose for clinical ob- 
servation will be furn- 
ished on request. 


Mead Johnson & Company 


Evansville, Indiana 


Manufacturers of Infant Diet Materials Exclusively 
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THE TREATMENT OF DIABETES MELLITUS* 


Extiotr Procror Jostin, M.D. 
Boston 


HE incidence of diabetes may be on the in- 

crease, but the increase is at the old age end 
of life. In Massachusetts more diabetics die over 
the age of eighty than under the age of thirty, 
and in the United States more succumb to the 
disease above the age of seventy-five than under 
the age of thirty-five. Since the introduction of 
insulin, diabetes has decreased for all males in 
Massachusetts up to the age of sixty years, and 
for females up to the age of fifty years. The 
only group in the community responsible for an 
increase in diabetes is composed of women, fat 
women, especially negro women, and only women 
above the age of fifty years. 

The prognosis of diabetes has changed. To- 
day it is the young and not the old who are in- 
creasing the average duration of life. Deaths 
from diabetes in children appear to be almost 
needless. In two years only six in a series of 
300 and over have died, but in the twelve months 
which will end in July the mortality will be a 
little greater. Deaths among children we know 
are avoidable because diabetic children die only 
as a result of diabetic coma and today diabetic 
coma is a preventable and avoidable disease. 
This fact, therefore, makes it all the more im- 
portant that every physician in the United States 
be alert not only to detect coma but to be trained 
in its treatment. 

Diabetic coma nearly always comes on unex- 
pectedly to the uninitiated, but nearly always can 
be predicted by the experienced patient or doc- 
tor. Diabetic coma results from overeating pro- 
tein and fat and too little carbohydrate. Usually 
it appears because the patient overeats food— 
in other words breaks the diet. Frequently it oc- 
curs because the patient overeats himself, due 


*Presented in symposium before the annual meeting of the 
Minnesota State Medical Association, Saint Paul, May 14, 1929. 


to fever or disease of the thyroid gland. Fur- 
thermore, every patient who takes insulin and 
thus has increased his diet is really eating more 
than his own pancreas will allow. Consequently 
when patients omit insulin they are apt to de- 
velop coma unless their urine remains sugar- 
free. 

Diabetic coma is a disaster and one of its most 
common causes is the giving up of insulin. Pa- 
tients, somehow or other, and doctors too, get 
the mistaken idea that if they are to stop eating 
they are to stop taking insulin. This is abso- 
lutely wrong. Diabetic patients who take insulin 
should never give up the insulin if the urine con- 
tains sugar. One must not forget that sugar 
can be formed out of the protein and fat which 
make up the body and if this sugar is not burned 
the fat and protein will not be completely burned 
either and coma is inevitable. Don’t forget the 
old simile—a diabetic is walking on insulin stilts. 
Take away the insulin and he falls to the ground. 
Only last week a girl came into the hospital in 
diabetic coma, because, when she had a pain in 
her abdomen, her doctor not only stopped her 
food but stopped her insulin. She was a trained 
diabetic of seven years duration and when I 
asked her why she broke all the rules and stopped 
her insulin she replied, “My doctor told me not 
to take it.” What could I say? Her doctor was 
one of our very best country practitioners of the 
old school—just over sixty years of age. All he 
needs is education and I have arranged that he 
be given an invitation for private instruction in 
the Clinic in the use of insulin and the modern 
treatment of diabetes. But I am losing less di- 
abetics from this type of doctoring. Already 
seven years have rolled by since the discovery of 
insulin and as doctors only practise about thirty 
years and usually die at sixty, one-fourth of the 


569 





570 


doctors most dangerous for diabetics are now 
out of business or dead, and those left either 
grew up with insulin or are young enough to 
understand its use. 

The differential diagnosis of diabetic coma is 
puzzling and is most frequently confused with 
an insulin reaction. Usually it can be made over 
the telephone and the prompt treatment instituted 
saves the life of the patient or hastens recovery 
to an unbelievable degree. Diabetic coma always 
comes on slyly and slowly during days; an 
insulin reaction develops suddenly, in minutes 
rather than hours. Diabetic coma is preceded 
by too much food, be it that of the table or the 
body as the result of an infection or hyperthy- 
roidism; an insulin reaction from too little food. 
Coma comes from too little insulin; a reaction 
from too much insulin. Coma is normally pre- 
ceded or accompanied by an infection but this is 
practically never the case with the insulin reac- 
tion, because an infection makes a diabetic worse 
and he needs more insulin. These four points 
surely are enough for a decision. But I must em- 
phasize the frequency of pain in the abdomen, 
vomiting, fever, dry skin, exaggerated respiration, 
air hunger of the coma patient—all of which are 
lacking in the one with an insulin reaction. The 
coma patient looks sick and extremely ill; the 
patient with an insulin reaction appears weak and 
faint. With the one patient sugar and acid are 
found in the urine, but in the other not unless by 
chance the bladder has not been emptied for some 
hours. An accurate diagnosis is worth while 
because treatment must be instant. 

The treatment of the coma case is a serious 
problem for you and me, because all uncompli- 
cated cases of coma should recover, and should a 
single one die, someone will ask you or me, 
“Why?” Among 105 attacks of coma in ninety 
patients reported from the Joslin Diabetic Unit 
this month in the Medical Clinics of North 
America, there were two uncomplicated coma 
deaths, patients treated in 1923, five coma deaths 
with complications and seven coma patients re- 
covered from coma but died from complications 
unrelated to coma before they left the hospital. 
Since this review we have had one coma case 
in a pregnant woman who gave a history of 
twelve dead babies. She came out of coma and 
Dr. Titus, two months later, presented her by 
cesarean section with her first living child, and 
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that her thirteenth. She had an alert an: mod- 
ern country doctor—Dr. Kilbourn of Groton— 
who spotted her coma early and sent her to the 
Deaconess Hospital for treatment. 

The treatment of diabetic coma is so filled 
with action that it would made a modern movie, 
Once the diagnosis is settled it is (1) insulin 
10 to 40 units or more every half hour until 
beginning recovery, by physical examination or 
catheter urinary specimen, is apparent; (2) salt 
solution preferably subcutaneously, perhaps in- 
travenously and incidentally by rectum after a 
cleansing enema; (3) stimulation to the limit 
by caffein sodio benzoate up to 35 grains in half 
a day; (4) lavage of the stomach nearly invari- 
ably in children and usually, but very cautiously, 
in adults; (5) stick to the patient until he not 
only recognizes you but knows enough to thank 
you for saving his life. As for alkalis, I suggest 
you defer their use until someone publishes 105 
comas with less than two uncomplicated deaths, 
or 21 cases in children without a single death, 
as occurred in the series soon to be published by 
Blackfan and his coworkers at the Children’s 
Hospital in Boston. One of our cases prior to 
recovery had a blood sugar of 1.620% and one 
patient was seventy years of age. 

The pathology of diabetes is being rewritten 
and before the end of the year I hope Shields 
Warren at the Deaconess Hospital will bring out 
his monograph. You all know the hope diabetics 
get from various autopsy demonstrations that re- 
generation of the pancreas is proved to have 
taken place in the young. Dr. Warren will re- 
cord regeneration in one of my cases who after 
some fourteen years of diabetes developed can- 
cer of the pancreas, and the uninvolved portion 
of the gland showed regeneration. That en- 
courages me very much, but I always have found 
encouragement in the gains of tolerance for car- 
bohydrates which five of my cases whom I have 
followed for seven to eighteen years, have shown. 
The facts will be found in the April number of 
the Annals of Internal Medicine. Suffice it to 
say that these patients were once severe diabet- 
ics, but now with the help of insulin they have 
gained weight, increased their calories and re- 
duced their insulin somewhat. I would not have 
them omit it until the carbohydrate in the daily 
diet reaches 300 grams. All of us eat about 300 
grams of carbohydrate; that is the diet of 
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health; that is the diet with which the metabo- 
lism runs most smoothy. Therefore, until these 
my old trusted patients reach that level, I shall 
not take away the support which has brought 
them thus far on their journey. 

What is the diet of a diabetic today? 
be described simply. 

Essentially all adult diabetics are fat and 
therefore it should be a diet limited in total calo- 
ries, a diet for the obese. 

(a) Most diabetics are above the age of 
forty and the great majority above the age of 
fifty years, and no one recommends that such 
individuals should increase their protein, but on 
the contrary recommend its decrease as age ad- 
vances—a diet therefore for the mature and 
aged. But that leaves us with the decision to 
reach as to whether we shall give them a high fat 
low carbohydrate diet, or a high carbohydrate 
low fat diet. Which would you adopt if while 
still in health you were obliged to choose? Of 
course you would choose the diet which nearly 
approximates the diet of those in health about 
you—namely more carbohydrates than fat. And 
so | see it for my diabetics. Let them go to no 
extremes, but with moderate doses of insulin 


It can 


live sugar-free and as nearly like their healthy 


brothers as they can. As a matter of fact, if 
you guard against overfeeding of calories and 
overfeeding of proteins, no matter the diet with 
which you start, your patients eventually, I be- 
lieve, will gain tolerance for carbohydrates un- 
less you go to bizarre degrees in low carbohy- 
drate and high fat. 

Diabetic patients must be given a chance to 
show their latent tolerance for carbohydrates. 
A boy cannot swim until he goes into the pond. 
It is ridiculous to expect otherwise. If diabetics 
are constantly kept on low carbohydrate diets 
they may be in the position of a healthy nurse 
years ago who assumed for me the role of a dia- 
betic of the Allen fasting era. When at the ex- 
piration of two weeks she returned to her full 
diet, her blood sugar bordered on that of a dia- 
betic. Odin showed healthy students living on 
the high fat diet of the Petrin Clinic later devel- 
oped hyperglycemia when they added the carbo- 
hydrate of a grapefruit. Sweeney has shown 
the lowered tolerance for glucose produced by a 
high fat diet. Adhsburg and Porges have re- 
corded similar results. I know wives of two dia- 
betic doctors who have been so conscientious that 
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they have adopted diets akin to that of their hus- 
bands, and their blood sugars have reached dia- 
betic levels, but I question if they would be 
called diabetics. If a normal person with a good 
pancreas loses tolerance for carbohydrates on 
a low carbohydrate high fat diet, how about the 
possibility of a diabetic likewise doing so with 
his less efficient pancreas? 

Don’t misunderstand me! All diabetics should 
be sugar-free, should avoid overweight and with 
advancing age too much protein. If extremes in 
diets of carbohydrate and fat are avoided, they 
will surely gain tolerance for carbohydrate if al- 
lowed to demonstrate it. Don’t ask them or ex- 
pect them to gain but a gram a month and maybe 
not that the first year, but rest assured that the 
second 10 grams gained will be more easily ac- 
complished than the first because “to him that 
hath shall be given.” 

Arteriosclerosis is still the specter which 
stares the diabetic in the face. It brings him pre- 
mature old age, but I believe not so readily as 
formerly. A generation ago he did not live to 
grow old because coma clipped the threads of 
life, but now with coma vanquished he lives and 
must learn to fight arteriosclerosis in the legs, 
the heart or brain, and, strangely enough, in the 
kidneys least of all. His is a different kind of 
disease of the arteries than that of senile scle- 
rosis, syphilitic sclerosis, and quite unlike that 
of Buerger’s disease. If it is constitutional in 
charatter and related to cholesterol, there is a 
chance to beat it, because with insulin and the 
higher carbohydrate diet which it allows, choles- 
terol deposits appear to form less readily. 

Arteriosclerosis is more universal in diabetics 
than many suppose. Autopsies and _ biopsies 
furnish the best evidence of it, and close to these 
means comes the roentgen ray. One hundred or 
more of my patients are living to attest its pres- 
ence by the loss of a toe or foot or extremity, 
and not long ago my associate Dr. Root counted 
some 180 living and dead who had definite angina 
pectoris. For the treatment of the legs we have 
learned not to procrastinate and we should fol- 
low the same rules with the heart. Upon the 
average I venture the statement that following 
amputation or following angina symptoms the 
duration of life is barely two years. It can and 
should be longer, and just as we have a wartder- 
ing diabetic nurse who travels about to keep our 
diabetic children alive, now we have a wandering 





572 MINNESOTA MEDICINE 


diabetic nurse to preserve the lives of our pa- 
tients who have undergone surgical treatment for 
the feet. The capital expended upon these two 
groups of patients has been so great that we are 
seeking to preserve it. An investment in diabetic 
children can be made productive; the investment 
in these maimed diabetics whose feet have been 
lost through hardening of the arteries is to pro- 
tect them from pain and in some way or other 
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to make their lives less a burden to their families 
and in some cases to make at least a few of 
these lives an asset. By a study of this latter 
group the immensity of this sclerotic problem 
will be better realized and then it will be possible 
Already we 
note than the trained diabetic washes his feet 
every night and carefully avoids anything that 
might wound them and thus admit infection. 


to attack it from the proper angle. 





DENATURED VACCINES 
One of the basic hypotheses of vaccine therapy is 
the assumption that the artificial immunity produced 
by killed cultures, bacterial autolysates and other mi- 
crobic products is necessarily specific for the living 


micro-organisms from which the vaccines were ob- 
tained. Nevertheless, commercial exploitation almost 
invariably overlooks or neglects the fact that such 
vaccines, while demonstrably antigenic, may be so al- 
tered in specificity as to be inoperative against the 
living micro-organisms. It has been found that bac- 
teria treated with certain chemicals “may be changed 
so that new antigens are formed to which rabbits re- 
spond by the production of antibodies specific for the 
altered bacteria.” These antibodies, which are “dif- 
ferent from those formed for live organisms, were not 
demonstrated to be bactericidal for live bacteria.” 
(Jour. A. M. A., August 31, 1929, p. 697.) 


BLOOD SUGAR TESTING OUTFITS 

The various blood sugar testing outfits on the market 
are, for the most part, satisfactory for clinical work, 
especially when one wishes to follow the blood sugar 
values from time to time. None of these instruments 
are as reliable as the special methods advanced in the 
literature, but most of them are based on the principles 
of these tests, so that the difference is largely one of 
degree of accuracy of the results. If one uses the 
same instrument or method on different specimens of 
the patient’s blood, whatever error there may be in the 
outfit or method employed is introduced at each test- 
ing, so that the results obtained are comparable. It 
is hard to see how the Sheftel sugar test can yield 
anything more than a rough estimate of the sugar 
contents. The claim of a percentage of error of less 
than 0.1 per cent is so ridiculous as to throw discredit 
on the originators. (Jour. A. M. A., August 3, 1929, 
p. 403.) 
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DIABETES IN ITS RELATION TO SURGERY* 


GeorGce P. Mutter, M.D. 
Philadelphia 


N 1891, Treves stated that, “Diabetic gangrene 

of the limb is scarcely within the scope of 
surgical measures ; an amputation in such a con- 
dition is almost invariably fatal.” But Spencer, 
in 1892, and Godlee, in 1893, advocated operation 
as a means of removing septic products which 
may cause or aggravate the glycosuria. 

The pre-operative preparation of diabetics 
with gangrene is not new. In 1895, Gussenbauer 
advocated diet and general treatment before 
amputation. In 1902, Phillips showed how the 
mortality could be reduced by pre-operative 
treatment. Incidentally, his article brings the 
subject up to date for that time. 

During the next twenty years, the literature 
is rich in papers dealing with this subject and 
with the discoverey of methods for determining 
the blood chemistry. Rapid progress was made 
in our knowledge of the diabetic ketosis causing 
coma. Sodium bicarbonate came into vogue and 
was used so indiscriminately that Joslin sug- 
gested that a patient threatened with diabetic 
coma might be sent into actual coma by the care- 
less administration of alkalies. 

During this period, the pre-insulin time, or, as 
Joslin terms it, the Naunyn time, certain prin- 
ciples governed the surgeon and they are well 
summarized by Seelig: 

“In the first place, it was recognized that dia- 
betes was a disease varying in severity from the 
mild to the severe, and that the results of sur- 
gical interference were measurably proportionate 
to the grade of the disease. It was regarded as 
true von Noorden’s axiom that: Every diabetic 
is, emphatically, less resistant to trauma (includ- 
ing surgical trauma) than is a non-diabetic pa- 
tient. It was known that anesthesia was a pre- 
cipitant factor in the production of coma, that 
wound healing was proudly affected by a high 
blood-sugar content, that wound infection was to 
be feared, and that immunity to infection in gen- 
eral was low in diabetes. Finally, and most im- 
portant of all, it was known that not only were 
special tissues compromised, but also that the 
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organism as a whole was weakened by diabetes. 
The frequency of endarteritis, myocarditis and 
neurotrophical disturbances, the not uncommon 
loss of weight, and the frequent existence of 
nephritis were facts of common knowledge to 
the surgeon.” 

And so things stood, nearly all:surgery in dia- 
betics being that of necessity, until the introduc- 
tion of insulin. Since then, to paraphrase Joslin, 
the surgical diabetic is the serious diabetic, the 
diabetic who dies, the one with the most com- 
plications, and yet insulin and concurrent surgical 
and medical effort have won unlooked for vic- 
tories. 

By a surgical diabetic, | suppose we mean a 
patient who is to be subjected to an operation, 
either for a condition concurrent with the dia- 
betes, such as gangrene or carbuncle, or for 
some infection, such as appendicitis or gall- 
stones, occurring in the diabetic. It seems to me 
that in the latter we must sharply distinguish 
between the emergency and the elective groups. 
In the case of the rapidly progressing acute ap- 
pendicitis, a perforated duodenal ulcer or an ob- 
structed hernia, if the patient is not in coma, the 
diabetic state should be disregarded, except that 
ether should never be used for anesthesia, and 
the diabetes treated after operation. 


On the other hand, operations for chronic 
appendicitis, simple gallbladder disease, ordinary 
hernia, which is resistant to truss treatment, etc., 
should not be done until the diabetes is under 
perfect control. The surgeon should understand 
the influence of carbohydrate starvation, diar- 
rhea, vomiting, infection, anesthesia, fever, hy- 
perthyroidism, etc., in producing acidosis and be 
familiar with the simple remedies useful in 
warding it off—water, orange juice, glucose in- 
travenously and insulin. Strict control, with 
blood chemical tests and the advice of the med- 
ical colleague, is essential. 

In the milder diabetics, no trouble will be ex- 
perienced if water is freely given up to six hours 
before operation, and then about 200 c.c. of 
orange juice and 10 units of insulin adminis- 
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tered. In the severe cases, consultation with 
the medical collegue is advisable. Ethylene gas 
anesthesia combined with local novocain infiltra- 
tion can be used for most abdominal operations, 
although lately I have been using spinal anes- 
thesia. The latter is preferred for amputations, 
and gas for the carbuncles. 

As most middle-aged diabetics are arterio- 
sclerotic, the problem of gangrene becomes the 
most important of the surgical complications of 
the disease. The determining of the degree of 
occlusion and the efficiency of the collateral cir- 
culation are not easy. We have tried various 
methods, but mostly depend upon the color re- 
action, after raising and then lowering the leg, 
together with the local temperature to the hand. 
The presence or absence of pulsation in the dor- 
salis pedis, popliteal and femoral vessels should, 
of course, be noted. 

I have been unable to distinguish between the 
arteriosclerotic and diabetic types of gangrene. 
My colleague, Dr. Eliason, in a recent review, 
found that the onset of gangrene occurred about 
a decade earlier in the diabetic than in the non- 
diabetic. Aschoff believes that the obesity with 
consequent vascular strain and the increased 
blood lipoids, notably cholesterol, encourage pre- 
mature arteriosclerosis. 

The influence of age is largely that of arterio- 
sclerosis, Lemann showing that the occurrence 
of gangrene was negligible in those under forty, 
whereas in ward patients over sixty years gan- 
grene occurred in 31 per cent of the diabetics. 

But in addition to gangrene of a type com- 
parable to the senile gangrene in the non-diabetic, 
the diabetic patient frequently has the added in- 
crement of infection. Most writers agree that 
the local power of resistance in the diabetic is 
diminished. Portals of entry are easily provided 
and, as infection is followed by the defensive 
mechanism of inflammation with serous and 
cellular exudate, this pinches still further the 
blood supply with consequent necrosis and tissue 
death. In some Cases punched out ulcers resem- 
bling trophic ulcers may occur, usually located on 
the sole of the foot just back of the head of the 
fourth metatarsal bone, or medially at the base 
of the great toe. In others a local gangrene of 
the toe may have behind it a necrosis of the 
tissues of the foot burrowing around the tendon 
sheaths and well up on to the dorsum or under 
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the plantar fascia. Or, a spreading gangrene of 
the foot may steadily develop. 

The local treatment of these gangrenes and 
infections depends entirely upon the circulatory 
response and the reaction of the patient to the 
septicemia. Any marked febrile reaction asso- 
ciated -with constitutional symptoms should lead 
to the diagnosis of sepsis. The absence of sep- 
sis and the ability to control the diabetes allow 
the surgeon to treat an infected toe or a gangrene 
just as in the non-diabetic. 


This comprises: (1) the standard surgical 
treatment of the local process such as debride- 
ment, incision and drainage, wet dressings, ele- 
vation, etc.; (2) circulatory exercises, baking, 
ultra-violet rays, etc.; (3) control of the me- 
tabolism. A toe may be amputated when the 
gangrene localizes, or the foot or leg may be 
removed when the gangrene spreads. The site 
of amputation can be governed by the rules well 
known to all surgeons. 


On the other hand, if sepsis has occurred, or 
develops during conservative treatment, and es- 
pecially if it has spread beyond the toes, I be- 
lieve that immediate amputation through the 
thigh or just below the knee is indicated. [i 
there is a good dorsalis pedis pulse we may try 
an extensive debridement and the perfect ap- 
plication of wet dressings for a few days to note 
results. With a cold foot, such treatment is use- 
less. 


I do not think that there is a great deal of 
difference in the mortality between the leg and 
thigh amputation if the indication has been prop- 
erly selected. I do not like the Stokes-Gritti 
method when infection is manifest, as the wound 
must be closed without drainage and usually the 
lymphatics streaming up from the foot are car- 
rying infection. A safe leg amputation can be 
done only in the absence of edematous tissue 
indicating infection. If the muscle is gray, the 
surgeon should at once go above the knee. I do 
not believe in vessel ligations, or periarterial 
sympathectomy. In severely infected cases de- 
manding a thigh amputation, we ligate the fem- 
oral separately in Scarpa’s triangle and pack 
the stump. In some cases, the guillotine method 
seems justified to save time. 


In my experience amputation for gangrene is 
too often delayed unnecessarily while treating 
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the diabetes. We have evidence of this in our 
own series. The average diabetic can be con- 
trolled more easily after amputation than before, 
and ordinarily the danger of acidosis from the 
operation alone is not great if spinal anesthesia 
be used and sepsis avoided. Certain factors 
should be remembered. Most old people cannot 
successfully use an artificial leg, and hence a 
thigh amputation makes them more comfortable. 
Some patients do better with early amputation 
for economic reasons. 

It is much better to prevent, than to cure by 
mutilating methods, hence all diabetics must be 
taught the need for scrupulous cleanliness in the 
care of the feet, rigid avoidance of the slightest 
trauma, and the use of postural exercises. Ex- 


treme degrees of heat and cold should be avoid- 
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ed, especially when bathing, and the feet well 
protected by woolen socks in the winter. At the 
first sign of infection or injury, the patient 
should consult his physician and never attempt 
home remedies. 

Carbuncles and other localized acute abscesses 
in the diabetic should be treated at once by sur- 
gical incision and drainage. They can only ag- 
gravate the diabetes and nothing is gained by 
delay except that, in cases of mild or moderate 
grade, poulticing may be advisable to help the 
surgical cure. The patient with carbuncle is in 
the septic group, the worst class of diabetic, and 
the mortality is high. Hence the need for quick 
removal of the infected necrotic mass and the 
institution of vigorous eliminative methods, and, 
of course, diabetic control treatment. 





THE ACTION OF DIGITALIS IN HEART 
FAILURE 


Clinicians have generally accepted the pharmacologic 
evidence that digitalis causes a more vigorous and 
larger ventricular contraction. But it is difficult to ac- 
cept the view that a muscle such as the heart, which 
cannot rest after being overstimulated, is improved by 
being forced to beat harder. It has now been shown 
that the efficiency of the heart, or its capacity for doing 
a fixed amount of work with least oxygen consumption, 
varies inversely with its diastolic volume. It was 
shown further that digitalis causes the heart to de- 
crease its diastolic volume while carrying a constant 
load. Thus, digitalis reduces the energy requirement 
of the heart or permits it to do more work with the 
same expenditure of energy. (Jour. A. M. A., August 
17, 1929, p. 548.) 


ACQUIRED POLLEN HYPERSENSITIVENESS 

In order to account for acquired pollen hypersensi- 
tiveness, clinicians usually assume that at some previous 
time the patient has inhaled, has swallowed or has 
otherwise been inoculated with a specific pollen. Ac- 
cording to this hypothetic etiology the patient should 
be equally hypersensitive to the individual proteins of 
this pollen, assuming, of course, that these proteins are 
all equally antigenic. That such patients are not thus 
equally hypersensitive appears from recent work. This 
work throws doubt on the common assumption that 
acquired pollen hypersensitiveness is due to previous 
exposure to a specific pollen, and equal doubt therefore 


on the rationale of current methods of antiallergic 
therapy. (Jour. A. M. A., August 31, 1929, p. 697.) 
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Henry W. Cook, M.D. 
Minneapolis 


i} is most pertinent that the Society should 

have presented before it a symposium on dia- 
betes, for the disease is increasing rapidly in 
spite of modern treatment, and becoming a more 
and more serious factor in both general and in- 
surance mortality. We are certainly peculiarly 
fortunate that the opening of the subject should 
be by so eminent a clinician and specialist as Dr. 
Joslin. It is readily understandable that anyone 
who attempts to follow Dr. Joslin in a presenta- 
tion of diabetes must do so with much hesitation 
as to the value of the contribution he may make. 
Insurance medicine has, however, made some 
very real contributions to the subject, and, be- 
sides, views it from a somewhat different angle 
than does clinical medicine, so that I feel I may 
venture to give you briefly some experience with 
diabetes from the viewpoint of insurance med- 
icine and some opinions based on this experience 
which I trust may at least have suggestive inter- 
est for clinical medicine. 

In the first place, statistical medicine has a 
most pessimistic message for the immediate out- 
look in the control of diabetes, not the individual 
case under the care of Dr. Joslin or men of sim- 
ilar training and experience, but for the disease 
as a factor in morbidity and mortality. 

The profession and the laity hailed the dis- 
covery of insulin and its brilliant results in care- 
fully treated cases as not a cure, of course, but 
as a treatment which should immediately control 
the ravages of the disease. However satisfac- 
tory the treatment may be in a certain individual 
case, the fact remains that the increase in the 
incidence of mortality of diabetes has not been in 
the least affected by the discovery of insulin, now 
six years ago, but, has gone on apparently as 
though insulin had never been discovered. The 
following table shows the death rate from dia- 
betes for the past twenty-seven years. 


“Presented in symposium before the annual meeting of the 
Minnesota State Medical Association, Saint Paul, May 14, 1929. 


576 


(Census report United States Registration 
Area.) 








You will note that the year 1923 and the years 
following the discovery of insulin show no re- 
sults of the discovery in mortality improvement. 
I know of no more discouraging fact than this. 
We knew that proper treatment, either with in- 
sulin, or without when diet alone suffices, can 
control a very large majority of cases of diabetes. 
Yet it is obvious that the people of this country 
are not receiving such treatment in sufficient 
numbers to modify appreciably the previous mor- 
tality trend. There can be only one answer: that 
diabetics in the mass are not receiving adequate 
or proper treatment. This is a matter of the 
greatest professional, economic, and social im- 
portance, and it should be met by the combined 
forces concerned. 


An active educational campaign is_ vitally 
necessary, directed not only for the laity, but 


for the profession. There are some 100,000 
deaths annually in this country from tubercu- 
losis, and millions of dollars are contributed and 
spent for its control. There are perhaps 25,000 
deaths from diabetes annually—the disease is 
now much more amenable to proper treatment 
than tuberculosis, and yet practically nothing is 
being done to educate the public to early diag- 
nosis and adequate treatment, and the profession 
must be sadly temporizing in applying the treat- 
ment in cases coming to them. A careful inves- 
tigation and analysis by the Metropolitan Life 
Insurance Company showed that during one 
year among their policyholders who died of dia- 
betes, one-half had not been given insulin until 
within one month of their death, and that not 
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less than 17 per cent had received the first dose 
of insulin on the day of their death. This can 
only mean that the disease was unrecognized or 
proper treatment not used until the case had be- 
come toxic and hopeless. 

Neither the laity, nor the physician has yet 
come to give to diabetes the serious, the studious, 
and the painstaking care which its treatment re- 
quires. Two weeks ago I talked with a professor 
who is carrying the work of an exacting depart- 
ment in a southern academic college—in perfect 
health apparently, active in athletics, feeling 
vigorous, eating a rather general diet carefully 
calculated for caloric value and with restriction 
of sugar—and whose urine is practically sugar- 
free with a night and morning dose of insulin. 
3ut to show the nice balance that is maintained: 
two years ago he went to a party, ate somewhat 
more freely than usual, was tired on reaching 
home, and, through carelessness or forgetful- 
ness, did not take his insulin. About 2 a. m. 
his wife was awakened by his heavy breathing, 
and found she could not rouse him. The doctor 
was called and was afraid to administer insulin, 
not knowing whether the evening dose had been 
omitted or perhaps an overdose taken, for an 
overdose may produce similar symptoms. He 
had to catheterize and examine the urine and get 
a blood sugar before he felt justified in giving 
the insulin. The effect was magical, the man 
awakening in a short while as from a sleep and 
wanting to know what was the matter. This 
man has become a rather expert dietitian in the 
study of his own case and is, I am afraid, better 
equipped to guide his diet scientifically and suc- 
cessfully than many practitioners. Unfortunately, 
many physicians do not appreciate the painstak- 
ing study which is essential in guilding the dia- 
betic’s diet. Such general instructions as are 
sometimes given to “cut out sugar,” “reduce 
bread,” or “use gluten bread,” etc., etc., are in- 
adequate substitutes for a knowledge of food 
values and a meticulous application of this 
knowledge to diabetes, and especially the peculiar 
problems of the individual case. 

State and city health departments, medical so- 
cieties, and privately supported health agencies 
should make a determined effort to control dia- 
hetes as tuberculosis has been controlled. If 
more is not done in this direction, in ten years 
diabetes will have a larger annual death toll than 
the “white plague.” 
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The following facts must be reiterated until 
the public and the profession are fully awake to 
the problem: 

1. Diabetes is increasing and causing 25,000 
deaths annually, and 100,000 more or less severe 
invalidisms. 

2. Periodic examination with urinalyses is 
the only way of making the earlier and more 
hopeful diagnoses. 

3. The pre-diabetic stages are symptomless 
and depend for recognition on chemical analysis. 

4. Diabetes is overwhelmingly common in 
middle age in overweights. Overweights who 
eat excessively of sugar and starches are pros- 
pective diabetics. 

5. Every one who has or has had glycosuria 
is a possible diabetic and should have prolonged 
and careful study, especially a blood sugar study. 

6. A case of established diabetes requires for 
lifetime daily care in treatment. Carelessness, 
neglect, and belief that insulin has “cured” the 
disease, are responsible for a large majority of 
the 25,000 annual deaths from diabetes. 

As a natural reaction to the past few years of 
propaganda for periodic physical examinations, 


we not infrequently hear criticisms, both lay and 
professional, of the superficiality and inadequacy 


of the usual health examination. But let us 
keep in mind that for the early discovery of the 
pre-diabetic and the diabetic alone, the periodic 
examination would be worth while. It is the 
only possible way this disease can be discovered 
in the most amenable stage. 

For the public, diabetes presents two prob- 
lems: (1) Avoidance of overweight and exces- 
sive ingestion of starches and sugars; (2) peri- 
odic urinalysis. 

For the diabetes patient may be added a third 
consideration—the unwelcome conviction that the 
disease is probably incurable, but entirely com- 
patible with a normal life and even a normal 
life expectancy, under persisting adequate and 
competent treatment. 

For the profession, diabetes presents more dif- 
ficult problems. When is an individual who has 
or has had sugar in the urine a diabetic? This 
is also the major problem of insurance medicine. 

Both clinical medicine and insurance medicine 
have swung the pendulum through extreme posi- 
tions on this problem: “All normal urine has a 
little sugar and it is negligible unless in large 
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amounts and accompanied by symptoms of dia- 
betes,” or at the opposite extreme: “All gly- 
cosurias are diabetics or prospective diabetics.” 

A reasonable middle-ground has developed the 
device of the term “renal glycosuria”—individ- 
uals who occasionally show glycosuria but in 
whom careful observation develops no evidence 
of diabetes. These distinctions are, however, ex- 
tremely difficult, and it is interesting to note that 
in a long experience the Mutual Life of New 
York found that deaths from diabetes were six 
times as frequent in a group of carefully selected 
“renal glycosurias” as in their general experi- 
ence, although super-selection had in this group 
given a favorable mortality experience. This 
experience is confirmed by that of the New 
England Mutual and other insurance companies. 
Furthermore, the Mutual Life’s study shows that 
their favorable mortality was due entirely to the 
experience of the first five policy years. After 


five years the mortality was 25 per cent in excess 
of the company’s general mortality, and after 
ten years 52 per cent in excess. 

That glycosuria is a frequent and relatively 
unimportant finding is not indicated by the study 


of the New England Mutual, when in 7,000 con- 
secutive urinalyses only 367 showed sugar in an 
appreciable quantity, but only 173 of these 7,000 
specimens showed sugar in an amount over 0.3 
per cent. Numerous investigators have pointed 
out that it is dangerous to make a diagnosis of 
renal glycosuria until the patient has been under 
observation for some years. The careful blood 
sugar studies by the New England Mutual 
proved that the blood sugar showed as unfavor- 
ably in those cases with a past history of gly- 
cosuria and present normal urine, as in the cases 
which showed glycosuria at the present examina- 
tion. This indicates the danger of regarding as 
accidental, or of accepting for insurance, cases 
with a past history of sugar merely on the evi- 
dence of present normal specimens of urine. 

Holst has stated that in a thorough study of 
163 cases of glycosuria in applicants for life 
insurance, 30 per cent were definitely diabetic. 
We do not know how many of the remainder 
ultimately became diabetic, but from the Mutual 
Life’s experience we can assume that many did. 
In addition to deaths from diabetes being six 
times as frequent in this group, deaths from 
heart disease were twice as common. 
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In a problem such as this, “When is glyco- 
suria diabetes?” it is impossible in the present 
stage of our knowledge to define absolute stand- 
ards 100 per cent correct. We know that many 
“renal glycosurias” so diagnosed die of diabetes, 
We also know that many glycosurias have been 
wrongly treated as diabetics when the glycosuria 
was alimentary, due to pregnancy or temporary 
conditions, and under the most careful methods 
mistakes will undoubtedly continue to occur ; but 
their number can be materially reduced by care- 
ful study and sufficiently prolonged observation. 
Certainly we can say that no glycosuria should 
be considered negligible without such study and 
observation. The standards set up on the basis 
of urinalysis alone by Drs. Benedict and Folin 
for the Metropolitan, I believe are far too liberal, 
i.e., that if the specific gravity is 1.015 or less, 
0.2 per cent or less of sugar may be accepted as 
normal, and if the specific gravity is 1.025 or 
more, sugar up to 0.3 per cent may be accepted 
as normal, in the absence of other information 
indicating diabetes. There is every reason, from 
clinical and insurance standpoint, to feel certain 
that a group of cases showing 0.3 per cent sugar 
will contain a large number of active or pre- 
diabetics. 

While absolute standards are difficult, it is 
necessary that the physician as well as the med- 
ical director should have some guide to a rea- 
sonably safe decision in an individual case. I 
suggest the following: 


All glycosurias of 0.1 per cent or more should 
be regarded “suspect.’”’ If after 100 grams of 
glucose the urine remains sugar-free at one and 
two hour intervals, the previous finding may be 
disregarded. If after the 100 grams of glucose 
the urine shows sugar, a blood sugar test should 
be made one, two, and three hours after inges- 
tion of 100 grams of glucose. If the blood sugar 
tolerance test does not show over 130 mgs. blood 
sugar, the case can probably be considered non- 
diabetic; if the blood sugar goes from 130 to 
150 mgs., the case should be moderately rated 
for life insurance and kept under clinical obser- 
vation. If the blood sugar goes above 160 mgs. 
the group will show a very high percentage of 
true diabetics. A delay beyond two or two and 
one-half hours in the blood sugar curve return- 
ing to normal is further evidence of disease. 

Having established a presumptive diagnosis of 
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non-diabetic glycosuria, the physician should most 
certainly give the patient the benefit of the doubt 
and advise a periodic urinalysis and moderation 
in the use of starches and sugars, and especially 
should control the diet toward excessive gaining 
of weight. If the presumptive diagnosis is dia- 
betes, a studious, painstaking treatment must be 
begun, which will in all probability last a life- 
time. 

An interesting fact brought out in insurance 
statistics is that of the increased deaths in gly- 
cosuria cases from the chronic degenerative dis- 
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eases of the heart, arteries, and kidneys. This 
is consistent with common clinical experience. It 
lends weight to the view that perhaps many 
cases of diabetes are merely evidence of chronic 
degenerative change in the pancreas similar to 
the change in heart, arteries, and kidneys, and 
that chronic diabetes after middle age probably 
deserves to be classed with the other chronic 
degenerative triad, the process merely destroying 
the Islands of Langerhans in the pancreas as it 
does the tubules and glomeruli in the kidneys and 
the muscle cells in the heart. 


DISCUSSION ON PAPERS OF DRS. JOSLIN, MULLER AND COOK 


Dr. Henry L. Utricn (Minneapolis): In the dis- 
cussion on the treatment of diabetes in the light of our 
experience and present knowledge I think the follow- 
ing categorical remarks are justified. 


The acid base equilibria of the body are under the 
same control in the normal as in the diabetic. The 
agents employed by the body for the maintenance of 
these equilibria are the pulmonary ventilation, circu- 
lation, kidneys and food ingested. Of these four fac- 
tors the only one we have under control is the food 
ingested. The wide tolerance that the normal has to 
food exposure as compared with the diabetic depends 
entirely on the capacity of the pancreas. Specifically 
speaking, it is insulin supply. It behooves us, there- 
fore, to reduce the food exposure of the diabetic. In 
other words, reduce the food to a relative state of 
starvation or mild under-nutrition. 


By relative starvation I do not mean it in the sense 
of the old Allen era. I mean it in the sense of our 
present knowledge of food balances. 

I should like to reiterate and emphasize the import- 
ance of the fact that coma is a preventable condition, 
that whenever coma occurs it is always due to some 
carelessness somewhere, and in the last analysis will 
probably be found due to the physician in charge. And 
that coma is always a hospital condition. 

Perhaps the better contribution to this discussion 
would be for me to relate to you some of the work 
done at the University in the last two or three years 
in relation to the senile changes which occur in dia- 
betes. I am speaking of hypertension and arterioscle- 
rosis. There has been a shifting of the interest to this 
side of diabetes because our deaths from coma are re- 
ducing, and naturally deaths from senile agency are 
increasing. This work has not been published, and for 
that reason I think it might probably be of interest 
this morning. 

Dr. Raymond Peterson reported in 1927 a study of 
seventy cases of diabetes necropsy material in relation 
to hypertension and arteriosclerosis. 

In his review of the literature it would indicate that 
there is a tendency to rise of blood pressure in dia- 


betes. In Peterson’s group 27.1 per cent of seventy 
cases had hypertension. Of the forty patients over 
fifty years of age 42.5 per cent had hypertension. Of 
2,486 diabetics, in the literature, plus his seventy cases, 
566, or 22.3 per cent, had hypertension, in all age 
groups. Of 583 cases over fifty years of age, 40 per 
cent had hypertension. Both these percentages are 
higher than the necropsy material at the University. 

In the age group above fifty years, hypertension is 
approximately three times higher in diabetics than non- 
diabetics. We must remember that he is comparing 
blood pressures and necropsy statistics of hypertension, 
which is a different thing. A hypertension diagnosis 
at necropsy depends on the size of the heart and the 
condition of the kidneys. 

His general impression from the literature also is 
that arteriosclerosis is more marked in the diabetic 
than non-diabetic, and in his study of the kidney and 
the pancreas he gives the following facts: Arterio- 
sclerosis is more marked in diabetic than non-diabetic 
over sixty years of age. The grade of arteriosclerosis 
in pancreas and kidneys is more marked in diabetics 
than non-diabetics with advancing years. He also 
makes the intersting observation that the duration of 
diabetics has no relation to the degree of sclerosis. He 
was unable to determine the correlation on that point. 
In twenty-four of the seventy cases of diabetes the 
cause of death was some vascular disorder, two of 
apoplexy, nine of coronary sclerosis, and thirteen had 
gangrene. He collected 180 cases of gangrene and the 
percentage of cases given by various authorities ran 
from 3 to 26.8. Peterson’s statistics show 18.5. Gan- 
grene occurred twice as frequently in the male as in 
the female. The gangrene in non-diabetics in his post- 
mortem material represent .17 of one per cent. In his 
statistics gangrene in diabetics is 100 times more fre- 
quent than it is in non-diabetics. His conclusion is that 
arteriosclerosis is more intense and more frequent in 
the advance-age group of diabetics than in non-dia- 
betics. Hypertension is approximately three times more 
frequent in diabetics over fifty than non-diabetics in 
the same age group. Dr. Bell and Dr. Clausson, who 
sponsored this, think that diabetes hastens sclerosis, and 
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when the kidneys are involved it increases the tend- 
encies toward hypertension.* 

While on the subject of hypertension, I am tempted 
to show you this table (Table 1) worked out hy Dr, 
Weatherby! in the dispensary. He has tabulaicd a 
number of blood pressure readings, in age groups, of 
4,586 dispensary patients in the last few years. Using 
150 mgm. of mercury as the systolic pressure and 100 
diastolic pressure as the dividing line between hyper- 
tension and normal pressure, you will find a surprising 
increase as the age groups go up. There is a steady 
rise in the various ages. There is a surprising jump 
between forty and fifty years, particularly in the wom- 
en’s groups. This simply goes to show either that hy- 
pertension is more common in the dispensary popula- 
tion or that we have not been realizing that hyperten- 
sion is much more common in the general population. 
These findings are practically the same as the percent- 
ages in diabetics. You might say that hypertension of 
diabetes is simply an expression of its morbidity. 

In conclusion, one can say there is more tendency 
to diabetes in the senile group than in younger groups. 
You might say that hypertension in the diabetics is 
probably due to arteriosclerosis. We say that arterio- 
sclerosis is hastened in diabetes, or we can say that 
diabetes may be just an expression of arteriosclerosis. 
I think the consensus of opinion would be that arte- 
riosclerosis is hastened by diabetes. Is arteriosclerosis 
an aging process inherent in the germplasm of the in- 
dividual or is it modified by his environment? ‘The 
only environment that I can think of that might modify 
it is food. Therefore, the diabetic is an ideal group in 
which to study the effect of food as a possible factor 
in the production of arteriosclerosis. 
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Dr. Ettiorr P. Jostin (Boston, Mass.): Gentlemen: 
May I refer to the remarks of the last speaker first? 
Dr. Ulrich struck the keynote. If one studies the 
arteriosclerosis which is so common in the diabetic, 
one may get an explanation of the arteriosclerosis 
which is less common. in the non-diabetic. Every atom 
of information we can get about the diabetic will help 
us with the non-diabetic. That is reason enough for 
us to concentrate upon diabetic arteriosclerosis. 
Second, the statements about blood pressure are most 
interesting. They are the most complete that I know 
of. They are valuable because they show the close 
relation of the blood pressure to diabetes if properly 
analyzed. In general, the blood pressure was lower 
when our patients were on the Allen under-nutrition 
diet and recently higher when on their larger diets. 
Remember this one point about arteriosclerosis. 
Gangrene is 100 times more common in the diabetic 
than in the non-diabetic. This fact justifies me in what 
I wrote a few years ago about the frequency of arte- 
riosclerosis in diabetics. Forty-seven per cent of my 
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*The discussion on the work on hypertension in diabetes 
done by S. G. Major at the University (B. A. thesis 1920) 
is ommitted at his request. I acknowledge his graciousness in 
letting me use his material for my discussion on the day of 
the meeting. 


1M. Wetherby: Report given before the Minnesota Patho- 
logical Society, April, 1929. 
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SYMPOSIUM ON DIABETES—DISCUSSION 


patients who have died between 1922 and 1926 have 
died of arteriosclerosis of one form or another. 

A moderate diet in diabetes is emphasized by Dr. 
Ulrich. That we all agree to. There is no reason to 
overfeed a diabetic because he is a diabetic. 

Coming to the surgical paper, that interested me too. 
There is just one point of difference that I would 
make. Professor Muller said that in a severe case of 
surgical diabetes one should invite the medical man in 
consultation. I as a medical man do differently. I 
will discharge nearly every medical diabetic from my 
ward if you will give me one surgical diabetic. All our 
surgical diabetics are in the medical wards. I want to 
give the surgeon the advantage of having our nurses 
who have seen 1,000 cases of diabetes as compared 
with the surgical nurses in the surgical ward who may 
have seen only ten. I will put all our medical facili- 
ties at the beck and call of the surgeon, so that the 
surgical diabetic, who is the serious diabetic, the one 
who is ten times as liable to die, can have all the ad- 
vantages of medical treatment. Furthermore, we will 
give the surgeon a nurse in our medical wards who will 
do nothing but take care of his surgical patients. We 
will furnish a technician who will teach them all 
bed gymnastics. We will add a dental hygienist 
who will make it easy for the dentist to take out all 
their bad teeth, and a chiropodist who will look out 
for their feet. In fact, we will do anything to attract 
the surgeon and to make our medical wards easy for 
procedures. Finally we will not interfere with the 
treatment which the surgeon proposes. 

I think it is wonderful what the surgeons have done. 
They have advanced step by step. They do with dia- 
betic feet and toes today what they can’t do with non- 
diabetic gangrene. Non-diabetic gangrene is  pro- 
gressive. It has reached a stage where the arteries are 
getting smaller and smaller. Diabetic gangrene comes 
ten years earlier in life. Diabetic gangrene is precipi- 
tated by the diabetes. It is precipitated by the infec- 
tion. There is more chance of collateral circulation. 
So the surgeons can take our diabetic toes and cut 
some of them off, where they wouldn’t dare to do it, 
couldn’t do it, with the non-diabetics, because their 
arteriosclerosis represents the results of old age and 
is too far advanced. 

As far as surgical diabetes is concerned, we doctors 
have been to blame. We see a patient with a sore 
toe and it is a terrible temptation because he is a Jew 
or an old man or an old woman to delay a decision. 
We don’t tell him his toe or his leg must be cut off 
tomorrow. We let him go ahead for days, for weeks, 
for months, with a rag around his toe. That is ter- 
rible. These people don’t live such a great length of 
time operated upon or not operated upon. 
pectation of life is short. How shall they spend their 
remaining days? Surely not as invalids. Therefore 
do not procrastinate, but get them well. Invite the 
surgeon in early. Secure someone like Dr. Muller, who 
has had experience with these diabetics, and say, “Do 
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anything you want with that diabetic. We will treat 
him the best we can from the medical point of view; 
we want you to give him a life free from doctors and 
free from suffering. Take the burden from the family.” 

In regard to the paper on insurance, that also in- 
terests me because we need a better understanding with 
the insurance companies. We do not want insurance 
doctors to say that more and more diabetics are dying 
without qualifying this with the statement that the 
mortality is at the right end of life. The old and not 
the young diabetics are dying. As I said earlier to- 
day, there are more diabetics in Massachusetts dying 
over eighty years of age than under thirty. Diabetics 
are not immortal. They must die some time. 

A word or two more in relation to the problem of 
the diagnosis of diabetes. I think I am in almost 
complete agreement with the speaker. My ideas on 
diabetes are not the same today, tomorrow and the 
next day. “Thought molders. What was good and 
nourishing food for the spirits of one generation af- 
fords no sustenance to the next,” and I am willing to 
change my mind. 

As to routine health examinations, of course that 
means everything for the diabetic problem. That is 
where to attack it. Examine the urine, and then we 
can discover the cases early, and remember, it is the 
women over fifty, the fat women over fifty, the ne- 
gresses over fifty, the Jewesses over fifty, who are 
most liable to get diabetes. 

The treatment of diabetes is simple. 
complex. 


Don’t make it 
Use no fancy ways of treating it; use the 
simplest possible way you can, but watch the patient. 
One can examine the urine, temporarily, four times a 
day. By this means one can frequently avoid blood 
sugar tests. Good treatment just means taking pains, 
and if this is done, then the patients do well. 
Diabetes incurable? 
cautious. 


Let’s wait. Let’s be a little bit 
I never dreamed five years ago that pa- 
tients could do so well as they do now, that a patient 
with fifteen grams of tolerance for carbohydrate could 
eventually take 160 grams. Let’s be a little bit thought- 
ful. Remember pernicious anemia. 


I want to give you one cheerful thought about dia- 
betes before you go home, and to realize that it is a 


good disease. Diabetes is a good disease. This is a 
story about Dr. Kilbourne, a country doctor in Groton. 
The country doctors are the ones who help us. He 
sent me a case of a woman in diabetic coma, and Dr. 
Priscilla White found after bringing her out of coma 
that she was seven months pregnant. We also learned 
that she had had five dead babies at term, and a little 
more investigation disclosed that she had also had 
seven miscarriages and that now she was pregnant for 
the thirteenth time. Thanks to her care and her dia- 
betes, which secured for her the help of Dr. Titus, 
she later underwent a cesarean section, and her thir- 
teenth pregnancy, because she was a diabetic, resulted 
in her first living child. 





DIAGNOSIS AND TREATMENT OF CARCINOMA OF THE 
ESOPHAGUS* 


HerMan J. Moerscu, M.D. 
Rochester, Minnesota 


5 hears is probably not a more distressing or 
hopeless condition to deal with in medicine 
than carcinoma of the esophagus. Unfortunate- 
ly, the esophagus is a relatively common site of 
carcinoma; only the uterus, breast and stomach 
are more common sites. It has been variously 
estimated that carcinoma of the esophagus com- 
poses 5 to 12 per cent of all carcinomas. Clayton, 
in 5,900 necropsies, discovered 812 cases of ma- 
lignant conditons, of which 5.05 per cent involved 
the esophagus. 

Carcinoma of the esophagus is notoriously a 
disease of the late decades of life although it 
occurs at all ages. Males are much more likely 
to be affected by the malady than females. Else 
reported that 82 per cent occur in the male, and 
Vinson placed the ratio at 5:1. 


DIAGNOSIS 


Carcinoma of the esophagus is very insidious 
in its onset and the condition usually is well ad- 


vanced before it produces symptoms. This mili- 
tates seriously against its successful treatment. 
The first symptom usually is dysphagia, but this 
does not develop until the carcinoma has grown 
large enough partially to obstruct the lumen of 
the esophagus or to infiltrate the wall of the eso- 
phagus to interfere with its normal motility. A 
large bolus of food always is the instigator of the 
symptom of dysphagia, and meat most frequent- 
ly is the substance of which the bolus is com- 
posed. Pain and hemorrhage when present 
usually are late symptoms, although occasionally 
they are the introductory symptoms. There is a 
current tendency to criticize the patient for not 
consulting a physician earlier in the course of the 
disease, or to criticize the physician for not mak- 
ing the diagnosis more promptly; however, 
dysphagia practically always is the first symptom 
and, as mentioned, it develops late in the course 
of the disease. Therefore the difficulties of di- 
agnosis are manifest. 

A good rule to remember is that any patient 


*From the Division of Medicine, The Mayo Clinic, Rochester, 
Minnesota. Read before the Minnesota State Medical Associa- 
tion, St. Paul, May 13 to 15, 1929. 


who is more than forty years and who gives a 
short history of dysphagia with loss of \eight, 
should be suspected of having carcinoma of the 
esophagus until proof to the contrary is available. 

General examination is of very little value in 
the diagnosis of carcinoma of the espohagus, but 
should be done as a routine, and special search 
should be made for metastatic lymph nodes. The 
roentgenographic examination is of considerable 
aid and should be resorted to whenever there 
exists the least suspicion of trouble in the eso- 
phagus ; however, it is not infallible. The roent- 
genographic picture of carcinoma of the eso- 
phagus is characterized by an irregular filling 
defect at the level of the lesion, with evidence 
of obstruction. Tumors of the esophageal in- 
troitus are notoriously difficult to visualize and 
special care must be exercised to detect them 
(Fig. 1). Lesions of the cardiac portion (Fig. 
2) often offer considerable difficulty in the dif- 
ferential diagnosis in regard to cardiospasm. 

One of the most valuable aids in the diagnosis 
of esophageal disease is the use of the Plummer 
sound. This instrument is easy to use, and with 
ordinary care it is practically fool proof, but it 
should not be passed without the aid of a previ- 
ously swallowed silk thread as a guide. A num- 
ber 41 French olive tip is used when the sound 
is employed for diagnostic purposes and care is 
used not to exert undue pressure. _ It is used 
very much as if it were a palpating finger and 
the tumor may be felt and small lesions may be 
detected which have not been discernible roent- 
genographically (Fig. 3). Further, it makes it 
possible to determine the distance of the growth 
from the incisor teeth; this is of value thera- 
peutically. It is well to emphasize that normally 
there is anatomic narrowing at the introitus, 
which frequently is mistakep as a pathologic 
obstruction. 

In most instances, a good history of carcinoma, 
in an elderly person, with positive results from 
roentgenographic examination and from the pas- 
sage of sounds, is sufficient for the diagnosis 
of carcinoma of the esophagus. However, if the 
least doubt exists as to the etiology of the abnor- 
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mality that is found, or if the condition exists in 
young patients, or in those in whom a microscop- 


ic diagnosis is necessary, esophagoscopy is indi- 
cated. Esophagoscopy is not recommended for use 
in all cases as it is not without risk even in the 
hands of those who are most highly skilled in its 


Fig. 1. Carcinoma of the upper end of the esophagus. 


use; furthermore, it is not always possible to ob- 
tain a satisfactory piece of tissue for diagnosis. 
The appearance of the tumor, as seen through 
the esophagoscope, varies considerably but rough- 
ly the tumors may be divided into three types: 
fungated, ulcerated and scirrhous. The fungated 
variety appears as a cauliflower growth which 
bleeds easily on manipulation. In the ulcerated 
type there are elevated, ragged edges, with in- 
duration. In the scirrhous type, the lumen of 
the esophagus is narrowed and irregular, whereas 
the wall is thickened and stiff and mobility is de- 
creased. 


PATHOLOGY 


It has always been a common teaching that 
carcinoma of the esophagus is of a low grade of 
malignancy, and that it seldom metastasizes and 
then only late in the course of the disease. Re- 
cent studies have demonstrated this to be incor- 
rect. Broders and Vinson, applying Broders’ 
gradations for carcinoma in which grade 1 indi- 
cates a tumor of low malignancy and grade 4 
one of the highest malignancy, found that most 
carcinomas of the esophagus were of grades 3 


and 4; this is substantiated in my study. Metas- 
tasis has been found relatively frequently. Helse- 
ley found metastasis in 36 per cent and Clayton 
in 7§ per cent of cases at necropsy. 5 

The growth originates in the mucosa and is 
one of two types: squamous-cell carcinoma or 


Carcinoma of the lower end of the esophagus. 


adenocarcinoma. Squamous-cell carcinoma is the 
more common and may involve any part of the 
esophagus, although less commonly the lower 
third. Adenocarcinoma is fairly well limited to 
the cardiac end of the esophagus. This differ- 
ence is easily explained on the histologic basis 
that the mucosal lining of the esophagus is of 
squamous cells and that of the stomach of colum- 
nar cells. 
TREATMENT 


Treatment of carcinoma of the esophagus at 
the present time is principally palliative rather 
than curative. The fact that many methods are 
used and described indicates that no one method 
has been found satisfactory in all cases. 

For many years, surgical operation was the 
chief hope in dealing with carcinoma of the 
esophagus. The insidiousness of the onset of 
the disease, the high degree of malignancy of the 
tumor, the technical difficulties associated with 
resection, and the frequency of metastasis, so far 
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has been an insurmountable obstacle in the path 
of surgical methods of treatment. Surgical re- 
moval of carcinoma of the intrathoracic part of 
the esophagus has, for all practical purposes, not 
met with success. Removal of carcinoma from 
the upper end of the esophagus and from the 
postcricoid region has been somewhat more en- 
couraging, especially in the hands of British sur- 
geons. Little hope of progress can be looked for 
from surgical procedures until earlier diagnosis 
can be made. 

Gastrostomy is probably the most common pro- 
cedure resorted to for carcinoma of the eso- 
phagus. Abel has well termed it the procedure 
of masterly inactivity. The advocates of gas- 
trostomy decry the fact that patients do not sub- 
mit to the procedure early enough. I wonder 
how many of such auhors would advise having 
it done early in the course of the disease on 
some member of their own family. Much is 
said of how it helps the esophagus to heal and 
of its beneficial effect, but it does not markedly 
prolong life and does not always result in greater 
comfort for the patient. Besides, it necessitates 
special care, and frequently, hospitalization. It 
is not without risk. Muller and Brill reported a 
mortality of 27.8 per cent in thirty-six cases of 
gastrostomy whereas the average duration of 
life of those who survived, excluding two pa- 
tients who still are living three and four months, 
respectively, after operation, was six months. 
Wells, in a series of twenty-six patients who un- 
derwent gastrostomy, reported that eighteen died 
within the first three months, five in the succeed- 
ing three months, whereas three others were still 
living respectively, one, ten and eighteen months 
after gastrostomy. I do not wish to leave the 
impression that gastrostomy should be avoided 
entirely but rather that it should be resorted to 
only as a final measure. At best, it is only an 
unhappy means of palliation for a short time. 

Intubation by means of Symonds, Souttar or 
dePezzer’s tubes theoretically should be bene- 
ficial but practically the results have been dis- 
couraging. 

The present status of treatment by radium in 
carcinoma of the esophagus is open to discussion. 
Hill, Mills and Guisez reported encouraging re- 
sults from radium, and Guisez reported cures. 
On the other hand, such an authority as Stone 
stated that in his experience the results have not 
been good. At the present time, the greatest 
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hope of successful treatment lies in the develop- 
ment of methods of using radium in the treat- 
ment of carcinoma; theoretically it should be 
beneficial, as the tumors are very cellular and 
should respond to treatment. 

Dilatation of the growth’ by Plummer sounds 
is the procedure used in preference to other 
methods at The Mayo Clinic (Fig. 4). I have 
reviewed all the cases seen at The Mayo Clinic 
over a period of four years from January, 1924, 
to January, 1928, in order to demonstrate what 
may be expected from this procedure and what 
the associated risk may be. This is the procedure 
that requires the least amount of technical skill, 
hospitalization seldom is required, and the patient 
is enabled to have the satisfaction of partaking 
of food in the normal manner. 

During the four-year period, 447 patients were 
treated for carcinoma of the esophagus. All pa- 
tients were treated by means of dilatation with 
the Plummer sounds. The sound was guided by 
a previously swallowed silk thread. There were 
four deaths from dilatation, all due to the 
growth splitting from the passage of sounds, 
which constitutes a mortality of 0.89 per cent. 
For the purpose of study, I have excluded all 
cases in which the growth apparently started in 
the stomach and secondarily involved the eso- 
phagus and those in which it originated in the 
hypopharynx and extended to the esophagus. 
Likewise, I have excluded those cases in which 
there might be the least doubt as to the diag- 
nosis and those in which I have not been able to 
obtain complete information as to the exact date 
of death of the patient. I have been able to ob- 
tain complete information of 228 patients, all of 
whom have died, and the date of whose death is 
known. 

Two hundred of the patients were males and 
twenty-eight were females, a ratio of 7.1:1. The 
average age of the 228 patients was fifty-eight and 
sixty-six hundredths years. The youngest pa- 
tient was aged twenty-eight years and the oldest 
was aged eighty years. The number of cases ac- 
cording to decades was as follows: third decade. 
one case; fourth decade, two cases; fifth decade, 
thirty-nine cases; sixth decade, seventy-eight 
cases; seventh decade, seventy-eight cases; 
eighth decade, twenty-seven cases, and ninth dec- 
ade, three cases. 

The average duration of symptoms before the 
patients presented themselves at the clinic was 
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71 months. The average duration of life fol- 
lowing dilatation was six and three-tenths 
months. This includes the duration of life of 
the four patients who died from splitting of the 
esophagus within a week after dilatation. The 
longest period of life after dilatation was twenty- 
nine months. 


Guiding thread 
pulled” taut 


Fig. 3. Method of using Plummer sound for diagnostic pur- 
poses. 


Tissue for microscopic examination was ob- 
tained in eighty-nine of the 228 cases. In sixty-five 
specimens there was squamous-cell carcinoma, 
in seventeen adenocarcinoma, and in seven class- 
ification was not made. The squamous-cell car- 
cinomas were as follows: three graded 2, twenty- 
seven graded 3, thirty-four graded 4, and one not 
graded. The adenocarcinomas were as follows: 
one graded 1, three graded 2, three graded 3, 
four graded 4, and six not graded. 

The average duration of life for the group in 
which tissue was obtained was six and four- 
tenths months. The duration of life was longer 
in cases of adenocarcinoma than in those of 
squamous-cell carcinoma. 
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There seems to be very little relationship be- 
tween the situation of the growth and longevity. 
It is rather difficult to say which part of the 
esophagus is most commonly involved. Most of 
the lesions seen by the physician who is especial- 
ly interested in diseases of the throat will be 
in the upper end of the esophagus, whereas most 


. feet bs pc we 
Fig. 4. 
esophagus. 


Plummer method of dilating carcinoma of the 


of those encountered by the gastro-enterologist 
will involve the lower end of the esophagus. In 
my series, the lower third of the esophagus was 
most commonly involved. 

A few of the patients received treatment by 
roentgen rays and radium, in addition to dilata- 
tion. The average duration of life in this group 
was only four and nine-tenths months. 

Until a better procedure can be developed it 
would seem advisable to treat carcinoma of the 
esophagus by means of dilatation with Plummer 
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sounds. This probably offers the most comfort 
with the least amount of risk. The possibility 
that benefit may be derived from a better under- 
standing of the use of radium should be kept in 
mind. Resort should be had to gastrostomy only 
when absolutely necessary. 
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SODIPHENE NOT ACCEPTABLE FOR N. N. R. 

The Council on Pharmacy and Chemistry reports 
that Sodiphene (Sodiphene Company, Kansas City, 
Mo.) is stated to have the following composition: 
“Phenol, 4 per cent; Sodium Hydroxide, 1 per cent; 
Cassia Oil, 0.01 per cent; Witch Hazel, 0.10 per cent; 
Soric Acid, 0.08 per cent; alcohol, 0.2 per cent; Winter- 
green Oil, trace.” The Council finds that there is no 
evidence to indicate that, in the amounts present, the 
cassia oil, witch hazel, boric acid and alcohol have any 
therapeutic effect and the cassia oil evidently acts as 
a flavor, only. The preparation must therefore be 
considered an alkaline phenol solution containing so- 
dium phenolate rendered unscientific and needlessly 
complex by the addition of witch hazel and boric acid. 
Alkaline phenol solutions were in extensive use many 
years ago but have been generally abandoned. The 
preparation therefore is not only unscientific but it also 
lacks novelty, and extensive use of similar prepara- 
rations has failed to demonstrate the usefulness of 
alkaline phenol preparations. The Council declared 
Sodiphene unacceptable for New and Non-official Rem- 
edies because it is an unscientific, needlessly complex 
mixture, marketed under a nondescriptive name, which 
presents no originality entitling it to a proprietary name 
and which is marketed without a statement of com- 
position on the label and for which unwarranted claims 
are made. (Jour. A. M. A., August 3, 1929, p. 381.) 


USE OF COMBINATION OF BARBITAL AND 
AMIDOPYRINE 

There seems to be no reason to doubt that a mix- 
ture composed of one of the analgesic drugs, such as 
amidopyrine, acetylsalicylic acid, acetanilid or acet- 
phenetidin, and a hypnotic drug of the barbital type 
is more effective in relieving pain than is either of the 
components alone. This type of mixture was popular- 
ized apparently, if not originated, by von Noorden, 
who reported that a mixture containing 0.3 Gm. of 
barbital, 0.25 Gm. of acetphenetidin and from 0.0025 to 
0.03 Gm. of codeine was equal in effect to 0.6 Gm. of 
barbital without the side action of the latter, but he 
did not present satisfactory evidence in support of that 
statement. At present there is a large number of pro- 
prietary remedies of this general type on the market. 
There has been apparently no satisfactory clinical com- 
parison of the pain-relieving power of any of these 
preparations with that of the simple analgesics. A mix- 
ture of barbital and amidopyrine is probably as useful 
as any of the expensive proprietary preparations of this 
type. The action of the hypnotic may outlast that of 
the analgesic; hence they may be used separately, the 
analgesic being repeated more frequently than the 
hypnotic. (Jour. A. M. A., August 31, 1929, p. 713.) 





DIAGNOSIS AND RESULTS IN CARCINOMA OF THE 
STOMACH* 


A. E. Orson, M.D. 
Duluth, Minnesota 


REVIEW of all the cases of carcinoma of 

the stomach, recorded at St. Luke’s hospital, 
Duluth, from Jan. 1, 1924, to August, 1928. The 
types of cases are classified according to the 
treatment given, in the following chart: 
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Early diagnosis has been emphasized in almost 
every review of this subject and this one is no 
exception. 


The outstanding fact here demon- 
strated is that only eight of the forty-five cases 
(18 per cent) were diagnosed early enough to 


warrant attempts at curative surgical treatment. 
It is generally conceded at the present time that 
the cases suitable for radical operation should 
average from 20 to 33 per cent (Sherren*). 
This study was made to determine those factors 
bearing on diagnosis. The results of treatment 
were recorded to show that radical surgical 
treatment in the proper cases offers the only 
hope of cure. 

Of general interest is the fact that there were 
twenty-nine males and sixteen females (64.4 and 
35.6 per cent respectively) in the series. The 
age limits represented were from 37 to 75 years, 
the average age being 58.2 years. Warwick,® in 
an analysis of 176 autopsies of carcinoma of the 
stomach, found that the disease occurred more 
frequently in men than in women (males 81 per 
cent, females 19 per cent); also that the age 
varied from 32 to 82 with an average of 59 years. 
The largest number occurred in the sixth and 
fifth decades, but cases have been reported in 
young adults and the extremely aged. 

The diversity of symptoms noted in this study 
will be found to be variable. One is led to the 


*Presented before the regular staff meeting of St. Luke’s 
Hospital, Duluth, Minn., Apr. 2, 1929. 


inevitable conclusion that there are no symptoms 
pathognomonic of carcinoma in any stage. The 
following chart demonstrates the difficulty in di- 
agnosis from symptoms alone. 
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You will note the variety of clinical types rep- 
resented in this series. There is a high percent- 
age of cases presenting the usual complaints 
noted in simple ulcer. Differentiation is more 
probable if the classical symptoms of duodenal 
or gastric ulcer appear in a man of middle age 
for the first time, but do not improve under treat- 
ment, no interval occurring. Let me explain 
that these are cases of carcinoma of the stom- 
ach, with present symptoms simulating ulcer. 
They are not cases presenting a previous history 
of ulcer, although it is generally recognized that 
a certain percentage of cases, probably 10 to 20 
per cent (Scott?) of all cases diagnosed as 
chronic gastric ulcer, are cancerous. Many in- 
vestigators, including McCarty, Von Eiselsberg, 
Moynihan and Horsley, present pathological 
evidence supporting the etiological relationship of 
ulcer to cancer, while Ewing? doubts it. Pre- 
vious ulcer histgry is only considered here, be- 
cause of its possible suggestive value in diag- 
nosis. 

The second group comprises all those symp- 
toms which come under the heading of “dyspep- 
sia” or chronic gallbladder disease and are usual- 
ly not associated with vomiting or marked pain. 
However, the general health fails steadily and 
severe symptoms are subdued until a later stage. 
Pernicious anemia may be dismissed at this time 
with the statement that any case of anemia which 
does not respond to the Minot-Murphy diet is 
of a secondary type, and may be due to carci- 
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noma. Obstructive symptoms at the pyloris 
were present in eleven cases, only one being 
noted at the cardia. Hemorrhage was a prom- 
inent symptom in six cases and anemia developed 
very rapidly. Five cases could not be classified. 

In the above résumé of the symptom groups it 
is interesting to note that the onset was of less 
than a year in 60 per cent: more than a year in 
40 per cent of the cases. These figures agree 
with those of R. Straus of Rostock, who noted, 
in a review of gastric cancer, that in more than 
half, the history showed a normal previously 
healthy stomach, the first symptoms dating back 
six months at the most. 

The gastric analyses will be briefly reviewed to 
show that while it is not an absolute method of 
inquiry it is today one of the corroborative 
methods of diagnosis. 
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You will observe that in most cases the test 
was omitted, but that in those instances where 
itwas made it gave evidence of the probable 
presence of a cancerous lesion. This is shown 
by the absence of free hydrochloric acid and 
the presence of occult blood, Boas-Oppler 
bacilli, and lactic acid. Stool analysis was not 
done in thirty-seven cases. Of eight examina- 
tions occult blood was found in five cases. The 
results, then, of gastric and stool analysis may be 
variable but in this series it would seem that 
they are of diagnostic value. 

Up to this time all evidence presented in diag- 
nosis has been only suggestive. The most con- 
clusive evidence in diagnosis is to be found in 
radiological examination. According to Moyni- 
han® and Wyard"' of England it is the most 
valuable. 

From Chart IV one can quickly see that 
there is a rather high percentage of accuracy in 
those cases where x-ray was utilized. There is 
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no other method by which such a high degree 
of accuracy can be obtained. It is an aid to the 
surgeon in defining the extent of involvement as 
well as in detecting the disease. 








CHART 5 
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_ Location of the lesions in this series, the stomach bhe- 
ing divided into three areas. 


There are two types of carcinoma (S. 
Wyard"') presenting distinctive x-ray findings: 
(1) that which proliferates internally and forms 
a mass projecting into the lumen of the organ, 
infiltration of the wall and extension to sur- 
rounding and distant tissues being relatively 
slow ; (2) that which infiltrates the gastric wall, 
encroaching but very little upon the cavity. The 
former should rapidly produce some alteration 
in outline recognizable in radiographic films. On 
the other hand, it is clear that the latter may 
possibly exist for a considerable time before 
causing any such change. It has been stated by 
Monninger of the University of Budapest that 
most carcinomas of the greater curvature were 
extensions from the lesser. 

The basic roentgenological sign of cancer is 
the filling defect. This is constant in situation 
and is usually irregular in outline and sharply 
delineated. It persists unchanged after manipu- 
lation or after the giving of antispasmodics. It 
is in an area without peristalsis, and if it is large 
enough and in a region accessible to palpation a 
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corresponding mass can be felt. If any of these 
characteristics are lacking the diagnosis of cancer 
is highly questionable.® 

The smaller lesions may now be detected by 
serial plates inasmuch as each peristaltic wave 
occupies approximately twenty seconds in pass- 
ing from cardia to pylorus, so that at least once 
in every twenty seconds each zone of the stomach 
wall contracts and alters its position relative to 
the rest of the organ. A cancerous lesion pres- 
ent will prevent normal contraction of the zone 
in which it lies, and the following excursion dur- 
ing the peristaltic cycle is limited. Therefore if 
ten plates were taken at intervals of two seconds 
this fixed lesion would be demonstrable. The 
problem then would not be the diagnosis of can- 
cer but its differentiation from simple ulcer. 

Since one-third of all deaths from cancer are 
due to cancer of the stomach (Horsley*) the re- 
sults of treatment are apparent without further 
study. However, I will record them in 40 fol- 
low-up cases as follows: 
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You will note that thirty-six of the forty cases 
cases entering died on an average of five months 
and one week from the date of entrance. Also 
of the eight cases operated upon, four died; of 
the four living, three are well on an average of 
thirteen months and one week after operation, 
while one is unimproved but nevertheless alive. 
It further illustrates that the mortality is just as 
high or higher from exploratory and palliative 
operations as from resection. Palliative opera- 
tions are only of value in obstruction and their 
field of usefulness is lessened by the high mor- 
tality connected with them. Diagnostic explora- 
tory should only be done when all other methods 
are doubtful as to the presence of a growth or 
as to the nature of the organic change undoubt- 
edly observed. 

W. J. Mayo sums up the present outlook as 
follows: A patient with a cancer of the stomach 
which is sufficiently localized to be removed rad- 
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ically has a better than 90 per cent chance to re- 
cover from the operation, better than a 36 per 
cent chance of a three-year cure, and at least a 
25 per cent chance of a five-year cure. How- 
ever, results depend upon the choice of patients 
and the skill of the surgeon. 

In our mortality group the average duration of 
symptoms prior to entrance was ten months, the 
limits being two weeks to four years. After en- 
tering the hospital the average length of life was 
five months, therefore the natural course of the 
disease is about 15 months. It is generally stated 
that life is rarely prolonged more than twelve 
months from the appearance of symptoms unless 
an operation is performed. 

Summary: The above review indicates: 

1. Early diagnosis and radical surgery are 
necessary, to improve the results in treatment of 
carcinoma of the stomach. 

2. There are no positive symptoms of this 
disease, but certain symptom groups demand 
further careful investigation. 

3. All forms of clinical and laboratory study 
should be made so that added suggestive signs 
may be detected. 

4. Radiology offers the best means for ac- 
curate diagnosis and should be more freely 
utilized. 
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UNDULANT FEVER* 


FRANK J. Hirscnroeck, M.D. 
Duluth Clinic, 
Duluth, Minnesota 


NDULANT fever (more commonly known 

as “Malta fever’) is a disease of antiquity, 
and was probably described by Hippocrates, who 
wrote of the occurrence of a fever with short 
apyrexial periods and lasting one hundred and 
twenty days, which may have been what was 
later known as Malta fever. 

The term “yndulant fever,” as suggested by 
Hughes in 1892, is a more suitable name, since 
the disease is not restricted to the proximity of 
Malta and the Mediterranean, but has been found 
widespread in the Temperate Zone as well as in 
the original Sub-tropical. The term “Malta 
fever” is also so closely linked with the dis- 
ease as derived from infected goats that the term 
“undulant fever” (descriptive of the wavelike 
character of the temperature curve) is more ac- 
ceptable, because it includes the more recently 
discovered type of undulant fever derived from 
abortion fever in cattle, which, though less se- 
vere, is nevertheless in close identity with the 
original Malta fever, except for certain serologic 
characteristics in the invading organism. 

The dissemination of undulant fever in the 
United States, in Italy and in Rhodesia, as well 
as isolated reports from elsewhere, makes a con- 
sideration of the disease, its symptoms and its 
epidemiology, important. The widespread use of 
raw milk from infected cattle makes it conceiv- 
able that the disease will probably reach endemic 
and at times epidemic proportions in this coun- 
try. Nicolle, the Noble Prize winner in 1928, in 
speaking of Malta fever of caprine origin, be- 
lieves that it is the infective disease of the 
future. 

Undulant fever is a specific infectious disease, 
due to an organism of the brucella group, as 
designated at present, and is characterized by a 
fever of long but varying duration, an irregular 
course, with a tendency to relapses and re- 
missions, and varying concomitant symptoms, 
notably profuse perspiration, arthralgic pains, 
and frequently enlargement of the spleen. 

The caprine variety in Malta was first de- 


*Presented before the annual meeting of the Minnesota State 
Medical Association, St. Paul, May 14, 1929. 


scribed as a specific entity by Marston in 1859, 
and in 1886 Bruce? isolated the organism from 
the spleen, since named “Brucella melitensis.” 
Bang,’ in 1897, discovered the variant abortus 
form of the Brucella melitensis as the cause of 
infectious cattle abortion. In the same year, 
Wright and Semple showed that the diagnosis of 
undulant fever could be made with the agglutina- 
tion test, and in 1904 the British Government 
showed the relationship between the infection in 
man and infected goats, so that suitable pre- 
ventive measures could be instituted, with the 
most striking effects in the local epidemiology of 
the disease in the British zone of control in 


Malta and Gibralter. Much of our knowledge of 


Malta fever is due to the research work of the 
British Commission, and particularly to Bassett- 
Smith, one of the leading investigators. 


BACTERIOLOGY 


Since the work of Alice Evans® in 1917, and 
the proposal of the generic term “brucella” by 
Meyer and Shaw in 1920, the latter name has 
met with general approval, and has been used 
by foreign investigators. 

The organism consists of small rods, and seven 
strains have been discovered by Alice Evans 
which have closer cultural, morphologic and 
serologic characteristics than various strains of 
pneumo- or meningococci. The Bacillus tularense 
and the Bacillus bronchisepticus (cause of dis- 
temper in dogs) are evidently closely related, 
and cross agglutination occurs at least with the 
former. 

The only certain way in which the specific 
identity of the type of organism can be ascer- 
tained is by means of the agglutinin absorption 
test, based on the fact that if Organism “A” ab- 
sorbs all agglutinins in the same titer in a serum 
as Organism “B,” they are identical, and if not, 
the organism causing an agglutination in the 
higher dilution is identified as the agent causing 
the disease. 

The technique for the cultivation of Brucella 
melitensis and the technique of the absorption 
agglutination test were described in an article by 
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Alice Evans in “Laboratory Procedures in the 
Diagnosis of Undulant Fever,” appearing in the 
Journal of the American Public Health Associa- 
tion, Volume 17, 1927, pages 399-403, to which 
the reader is referred for essential detail. 


EPIDEMIOLOGY 


It has been observed in Italy that the disease 
locally known as Malta fever affects people be- 
tween the ages of forty and fifty particularly, and 
that children under six and adults over fifty are 
relatively immune to the infection. This is also 
true of undulant fever of the abortus type as 
observed in this country, most of the patients 
afflicted being people in early middle life, evi- 
dently much more rarely in infancy and early 
youth. 

In a personal communication, Dr. Hardy*® 
states that the youngest patient he has seen was 
twenty-two months of age, and Alice Evans," in 
her experience with sixty-five tabulated cases, 
found the youngest to have been four years of 
age. Ina patient recently under the observation 


of Dr. C. O. Kohlbry of the Duluth Clinic, an 
authenticated case was found in an infant only 


fifteen months of age. 

The relative immunity of children may be due 
to a natural immunity which persists for some 
time after birth, or may be due to repeated sub- 
clinical infections not sufficient to cause the de- 
velopment of clinical symptoms. It is possible 
too that the blood in children harbors too few 
agglutinins to yield a positive reaction. 

The usual predisposing factors operate as in 
the incidence of other infectious diseases. A 
rundown condition, ill health, or acute infections, 
seem to predispose. 

In the caprine type the infection is evidently 
derived from contact with the excreta of in- 
fected goats or from an infected milk supply; 
through milking and feeding the animals, or by 
laboratory workers. 

In an investigation on the island of Malta it 
was found that fifty per cent of the goats were 
infected, and the prompt institution of preven- 
tive measures by the British government in 
Gibraltar and Malta caused virtually a complete 
disappearance of the disease. 

It has likewise been proved that sheep, horses, 
chickens, ducks, rabbits and monkeys are suscep- 
tible to the infection. 


In investigating the abortus type it was ob- 
served that in sixty per cent of the infected cows 
the organism has been isolated from the milk, 
and at Cornell University it was observed that 
thirty per cent of the herds were infected. The 
disease is very common in cattle, and eighty-five 
per cent of abortion in cattle is due to the 
Brucella melitens of the abortus type. 

It is possible that the disease in the human 
tends to step up the virulence of the organism, 
as inoculated heifers aborted in twenty days in- 
stead of the usual average of forty-two days in 
the infected controls. The incubation period of 
both the caprine and bovine types is probably 
six to fourteen days, but since the patients fre- 
quently feel quite well, particularly with the 
abortus type, in spite of the increase in the tem- 
perature ; and because of lack of familiarity with 
the disease, the condition is frequently not recog- 
nized for a long time after its development. Un- 
doubtedly, likewise, many patients having mild 
evidences of the disease render recognition diffi- 
cult. 

In 1903 Craig’ first described the disease of 
the caprine strain as occurring in the United 
States. It was found more extensively by Gen- 
try and Ferenbaugh’® among the goat herders on 
the Mexican border in 1911, where the disease 
was said to have existed for twenty-five years, 
and was known as “slow fever, Rio Grande fever 
and mountain fever.” An epidemic from caprine 
sources was likewise described in Phoenix, Ari- 
zona, in 1922. Goats were brought to Phoenix 
from the ranges and pastured near one of the 
principal dairies, with the result that in a short 
time twenty cases were discovered before the sale 
of goats’ milk was stopped. The Public Health 
Service found seventeen additional cases later. 
Previous to that time Yount and Looney*® had 
reported five cases occurring in Arizona in 1912. 

Although it is now known that undulant fever 
from infected cattle and hogs is the same infec- 
tion, though due to a variant organism, it was 
not until 1918 that Alice Evans established the 
relationship between so-called “abortion fever” 
and “Malta fever” as evidenced in the human. 

In Rhodesia and in Italy, it was similarly ob- 
served that the possibility of transmission of 
abortion fever from cattle to the human was 
likely. 

Keefer’® reported the first case of infection 
with the abortus type in the human in this coun- 
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try in 1924. Soon thereafter others were re- 
ported by Evans,’® Duncan,* Huddleson™ and 
Carpenter.® It is of interest that, in 1913, Larson 
and Sedgwick,’® from this state, stated that many 
persons harbored agglutinins for abortion fever 
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cases occurring in Minnesota since the disease 
was first reported in this state in the spriiy of 
1927. 

In 1927, six cases were observed, and in 1928, 
thirteen more—a total of nineteen. Up to the 














Fig. 1. 


in the blood, and pointed out that cattle were 
the most common source, as there was very 


little contact with hogs or horses. They found 
that with the complement fixation test in the 
serum of women who had aborted, a larger 
number gave a positive reaction with the con- 
tagious abortion organism than with the usual 
Wassermann test, and in 425 children tested for 
antibodies to the Brucella melitens, abortus type, 
they found positive reactions present in seventeen 
per cent. In a group of children where the milk 
was from a known source, with no infection, all 
reactions were negative. 
UNDULANT FEVER IN MINNESOTA 
Through the kindness of Dr. McDaniel of the 
Minnesota Department of Health, I have been 
able to procure some of the data relative to the 


Reported cases of undulant fever up to Jan. 1, 1929, Statistics by courtesy of Dr. A. V. Hardy, Iowa City, Iowa. 


present time, in 1929, a letter from Dr. Me- 
Daniel of April 1 states that seven additional 
cases have been found, and since then two 
further cases have been uncovered in Duluth. 

The disease is either gaining in prevalence or 
is being more frequently recognized. I believe 
that both are factors. 

Of the nineteen tabulated cases in this state in 
1927 and 1928, the age incidence varied from 
fifteen to fifty, most of the cases occurring be- 
tween twenty-five and forty-five. Fifteen were 
males and four were females. The data are in- 
adequate on five, but of the remaining fourteen 
cases, thirteen used raw milk and one, only, pas- 
teurized milk, but gave a history of having eaten 
Roquefort cheese about two weeks prior to the 
onset. This was the patient I first observed, and 
showed an agglutination test against the Brucella 
melitens, type melitens, with a much higher di- 
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lution than against the abortus type, indicating 
the possibility of a caprine infection. 

Of the herds supplying the thirteen persons 
who used raw milk, a history of abortion among 
the cattle, within three years, was obtained in 
seven herds, and of these seven herds, three 
showed positive agglutination reactions. Inter- 
estingly, in one large herd of 120 cows, in which 
there was no history of abortion, examination 
revealed twenty-four animals showing reactions, 
the explanation being that the absence of a his- 
tory of abortion was due to the fact that the 
owner did not breed. 


In one patient there was a question of an 
infection in the stockyards, although he also 
drank raw milk, and gave a history of eating at 
various restaurants, frequently indulging in pork 
which was undercooked. 

Of the nineteen cases, twelve might be con- 
sidered as occurring in the rural communities, 
and seven in the urban centers, but in several of 
the patients who resided in the city it was ap- 
parent that the infection was contracted in the 
country, particularly in one of the Duluth cases, 
where the infection was no doubt derived from 
drinking raw milk at the time of a hunting trip, 
and where there was a history of an obscure and 
long continued fever a short time previous in 
the owner of the hunting lodge. 

Aside from the one suspicious case of caprine 
origin, there is no reason to believe that the 
caprine strain has ever been a cause of the dis- 
ease in this state. Since neither of the organ- 
isms has ever been isolated from blood culture 
from the patients, this point may be questioned. 
It is reasonable to suppose that the abortus strain 
is the organism causing the disease in this state, 
and a personal letter from Dr. C. P. Fitch,’ 
chief of the Division of Veterinary Medicine, 
University of Minnesota, states that abortion 
fever is very common in cattle in this state, as 
indicated by the accompanying table (Table 1). 

What is known as poll evil and fistula in 
horses is undoubtedly caused by the Bang organ- 
ism likewise, as was first mentioned at a meeting 
of the Academy of Veterinary Sciences in France 
in July, 1928. 

A disease with so many possible sources of in- 
fection, and the widespread use of unpasteurized 
milk, as well as the increasing incidence of the 
infection in the human in this state, make a con- 
sideration of the disease very timely. 


SYMPTOMS AND CLINICAL COURSE 


Several of the symptoms of undulant fever are 
of outstanding significance and interest, but many 
are only the usual subjective evidences associated 
with any febrile state. 

The duration of the disease varies considerably 
—from three weeks to several years—one in- 
fected laboratory worker having evidences of the 
disease for five years. It is quite evident that the 
two types of undulant ‘fever vary considerably in 
their severity and duration, but not so much in 
their individual clinical manifestations. The 


caprine, or melitensis type, up to the present 
time, at least, has shown evidence of greater 





TABLE I 
Positive Negative Suspicious Total 
253 70 
851 88 
1175 115 
1470 115 
2213 140 
4493 398 


Positive—those samples showing agglutination at 1 
to 100 dilution or above. 

Negative—those samples showing no agglutination. 

Suspicious—those samples showing agglutination be- 
low 1 to 100 dilution. 

Tests for abortion fever in cattle made by Dr. 
Fenstermacher, University Farm, Saint Paul, Minne- 
sota. 





virulence and a tendency to a longer duration of 
illness. 

The fever, particularly in the true melitense 
type, is characterized by undulations or wavelike 
pyrexial periods, with apyrexial remissions. Dur- 
ing the febrile period the temperature curve is 
usually of the remittent, occasionally of the inter- 
mittent type. In the abortus type this character- 
istic fever curve is not so common, and many 
have a continuous, intermittent or remittent tem- 
perature, with or without a suggestion of short 
periods of complete remission. In the milder in- 
fections a continuous elevation of the tempera- 
ture is not uncommon. The temperature fre- 
quently does not become elevated over 100 or 101 
degrees, but in other instances may rise to 104 
to 106. 

Profuse sweating at night is a symptom more 
commonly complained of than any other, unless 
it be the general feeling of weakness incident to 
any continued febrile state. The sweating is at 
times so profuse as to virtually run off the pa- 
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tient, soaking the nightclothes and bed linen suf- 
ficiently to require several changes. 

Other subjective symptoms are not character- 
ized by any unusual features, and are merely the 
usual concomitants of a severe infection, and in- 
clude weakness, general aching, headache, back- 
ache, anorexia, nausea, vomiting, constipation, oc- 
casional looseness of the bowels, cough, sore 
throat, sleeplessness, etc. In spite of the drench- 
ing sweats, chills are not an outstanding com- 
plaint, although a feeling of chilliness is not un- 
common. In the later stages of the disease, 
arthralgic pains are frequently complained of, 
and may be considered a clue in the diagnosis. As 
a rule these pains are not accompanied by any 
manifest arthritic changes. The pulse is elevated 
in varying proportion to the temperature curve, 
but has a tendency to be higher in the later 
stages of the disease rather than in the early 
phases, evidently because of circulatory exhaus- 
tion. The respiratory rate is slightly increased. 

The physical examination, particularly in the 
abortus type (with which we are better ac- 
quainted in this vicinity), usually reveals far less 
exhaustion and lassitude than one would expect 
with high fever. Patients frequently present 
themselves at the office with a temperature of 
103 or 104, and exhibit a normal mental alertness 
and a good physical appearance. Many patients 
continue their usual employment for a period of 
time, suggesting what is commonly known as 
“walking typhoid.” Aside from an enlargement 
of the spleen, which is present in about twenty 
per cent of the cases, and an enlargement of the 
liver, present in about ten per cent, the physical 
findings are singularly negative, much as in ty- 
phoid fever. Orchitis occurs in about four per 
cent of the melitense type of infection. As a 
result of the long standing illness, neuritic phe- 
nomena, pains in the extremities, wasting and 
atrophy, are not an uncommon sequel. Rales 
may be present in both bases. Bronchopneu- 
monia rarely occurs. 

The outstanding clinical manifestations, there- 
fore, are the long duration of illness, the more 
or less characteristic temperature curve, extreme 
sweating, the arthralgic pains, enlargement of the 
spleen or liver, and the rather paradoxical good 
physical appearance of the patient, and his nor- 
mal orientation. 

Aside from the agglutination test there are no 


pathognomonic laboratory findings. The urine 
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often shows the usual febrile albuminuria. In 
many instances the differential blood count shows 
a monocytosis. The white blood count is usually 
normal, or a leukopenia is observed. In the later 
phase of the disease a secondary anemia is not 
uncommon, of the toxic type. 


DIAGNOSIS 


The absence of any pathognomonic clinical 
symptoms renders a differentiation from other 
acute diseases frequently difficult. The diseases ° 
most likely confused with undulant fever are 
typhoid fever, malaria, acute rheumatic condi- 
tions, subacute bacterial endocarditis, miliary tu- 
berculosis, and subacute and chronic infections of 
various types. Recently a patient under our ob- 
servation presented some confusion with Hodg- 
kin’s disease because of a moderate adenopathy 
and a fever curve suggesting the Pel-Ebstein 
type. In making the diagnosis, however, the fol- 
lowing points must be kept in mind: 

1. The long standing and variable fever, with 

tendency to undulations. 

2. Profuse sweating. 

3. The arthralgic pains. 

4. Enlargement of the spleen. 

5. The alert mental condition and good gen- 
eral appearance of the patient. 

6. A normal or reduced white blood cell 
count, with a tendency to moncytosis. 

7. The agglutination test. 

8. The blood culture. 

Because of the importance of the agglutination 
test and its rather unusual features, some points 
should be emphasized. 

Much credit is due Alice Evans for her work 
in the identification of the various strains of the 
Brucella melitensis and the elaboration of the 
absorptive agglutination test. 

Most observers are agreed that a test to be 
positively indicative of the activity of the disease 
must show an agglutination in a dilution of 1 :80 
or higher. It is probable that five per cent of the 
general population will show a positive agglutin- 
ation response in a more or less concentrated 
dilution. Shaw found that among 525 Maltese 
stevedores fifteen per cent showed a positive re- 
action, and Alice Evans, in testing 500 sera taken 
at random, showed a positive agglutination re- 
sponse in 11.4 per cent. These patients of 


course, did not all show clinical symptoms, and 
the significance of the positive test is not exactly 
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known, unless it means merely a previous infec- 
tion, clinical or subclinical in type. 

There is a question at the present time as to 
the significance of a negative agglutination test 
in the face of suggestive clinical symptoms. It 
is entirely likely that fifteen to twenty per cent 
of patients with active clinical symptoms yield a 
negative test, and the diagnosis then must be 
made on a blood culture. 

In a recent epidemic at Purdue University, six 
negative agglutination tests were recorded in 26 
cases by Farbar and Mathews."” 

Another important feature in the agglutination 
test is the tendency to cross-agglutination with 
the Brucella tularense. It is therefore wise to 
test all sera which are sent in on a presumptive 
diagnosis of tularemia also for the Brucella meli- 
tense, because it will be found that not infre- 
quently an agglutination with a much higher di- 
lution will be present against the various types 
of the Brucella melitense, indicating that infec- 
tion rather than tularemia. This is probably 
true particularly in the typhoid type of the latter 
disease, and rechecking in several instances by 
the Hygienic Laboratories has proved that cases 
previously diagnosed as tularemia where found 
actually to be undulant fever. 

In the state of Minnesota a test for the Bru- 
cella melitense, type militense, is not made be- 
cause of the grave danger of laboratory infec- 
tion. As already stated one laboratory worker 
at the present time has an infection existent for 
five years. The danger at present is too great 
to permit anything except the test for the abortus 
strains. It would be well for the laboratory to 
be equipped at least to make the latter test, so 
that all patients exhibiting symptoms in any way 
suggestive of undulant fever could have a test 
made. This is particularly true of suspected 
typhoid fever. 


PROGNOSIS 


Undulant fever as occurring in the Mediter- 
ranean has a mortality rate of about two per 
cent. Statistics in this country are not yet avail- 
able as to the mortality rate from the abortus 
type. 

The patients who die from the disease are ap- 
parently those with extreme hyperpyrexia and 
ultimate heart weakness and exhaustion. 

It is generally believed that a high agglutina- 
tion titer is of good prognostic significance, as is 


595 


thought to be true also in patients who show an 
increase in the agglutination titer. On the con- 
trary, a rapid reduction in the number of ag- 
glutinins is an unfavorable prognosis, as is the 
maintenance of a low agglutination capacity in 
the face of severe symptoms. However, many 
patients who have a negative agglutination re- 
action are afflicted with evidences of the disease. 


TREATMENT AND PROPHYLAXIS 


The treatment of undulant fever is sympto- 
matic. Some investigators have reported favor- 
able results with the intravenous use of certain 
anilin dyes, but in the hands of others this has 
been unsuccessful. The treatment with vaccines 
and sera has proved unsuccessful. 

The essential feature in cutting down the pe- 
riod of invalidism and a delayed convalescence 
seems to be an insistence on rest in bed, with 
treatment of the individual symptoms as they 
arise. 

The question of paramount importance pres- 
ently is the prevention of the disease. Infection 
from infected goats in one way or another at the 
present time in northern United States is a prob- 
lem of little importance. On the Mexican border 
the situation is different, since the caprine in- 
fection is quite prevalent. In the northern part 
of the United States and in Minnesota, the avoid- 
ance of infection from infected cattle or infected 
milk supplied from cows is of great importance. 

Through the kindness of Dr. A. W. Hardy, 
acting head of the State Hygienic Laboratories 
at Iowa City, I have a report from the commit- 
tee on Contagious Abortion of the National Re- 
search Council, which gives an index as to the 
activities of various agencies in this country, 
leading to a better understanding of the disease. 
In New York a state association of public health 
laboratories is making a survey to ascertain the 
occurrence of the infection in the state, and all 
bloods sent in for agglutination tests are tested 
for undulant fever. In Tennessee agglutinin 
absorption tests are being performed, and Illinois 
and Iowa have appointed committees to co- 
operate in the study of the infection. Sixteen 
states at the present time are making tests for 
undulant fever routinely on all blood sent in for 
agglutination. In fourteen states tests are made 
only on request, and in seven no tests for un- 
dulant fever are being made. 

From the standpoint of veterinary science, ef- 
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forts at prevention and control of the disease 
occurring in cattle and hogs are important, but 
the practicability of eliminating the disease in 
domestic animals in this state is going to prove 
extremely laborious, and probably will not be 
productive of any tangible results for a long time 
to come. The transportation of blooded stock 
from distant points in this country has proved to 
be a factor in the propagation and dissemination 
of the disease. Formerly, when the herds were 
more or less isolated, the disease was not so wide- 
spread. If the farmer can eliminate the dis- 
ease from his herd the problem will not be so 
difficult in the future if all purchased animals are 
tested before adding them to the herd. If only 
a few animals in the herd are found infected 
they should be removed. Since the offspring is 
not necessarily infected it is possible to build up 
a clean herd through the offspring of infected 
ones. Every specific herd must be treated in- 
dividually, rendering the problem a difficult one. 
It requires the closest co-operation of the state 
livestock sanitary board. 

Prophylaxis in the human, therefore, at least 
for the immediate future, will have to depend on 
a wholesome sanitary milk supply from a herd 
known to be free from the disease, or through 
pasteurization. Since pasteurization laws have 
been difficult to pass in the face of previous milk 
born epidemics of various types, it will con- 
ceivably be difficult to accomplish it in the face of 
an illness like undulant fever, which at the pres- 
ent time is of little economic importance, though 
of great potential significance. The larger dairies 
at the present time are equipped for pasteuriza- 
tion, and are anxious to have laws passed which 
will enforce this treatment of the milk. Neces- 
sarily, great opposition will be met through the 
farmers and smaller dairymen, who will find 
pasteurization an expensive expedient which 
might eliminate them from the competitive 
market unless co-operative pasteurization is em- 
ployed. The hope of controlling the infection by 
vaccinating infected cattle or as a mode of pre- 
vention has not yet been realized. In some of the 
larger cities pasteurized milk is easily obtained ; 
I am advised that 55 per cent of the milk used 
in Duluth is pasteurized, and that the percentage 
in the Twin Cities is very considerably higher. 


PROBLEMS OF THE FUTURE 


Several suggestions have been made, notably 
by Alice Evans, as a basis for future study of 
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the disease, some of which may be enumeraicd: 

1. All sera that are submitted for agglutina- 
tion tests should be tested for undulant fever as 
well. This necessarily will filter out only those 
cases which resemble typhoid fever, and not 
others. 

2. All fevers which are obscure, even in 
ambulatory cases, should have agglutination tests 
for undulant fever, since it is believed by some 
observers that the majority of the human infec- 
tions are of the ambulatory type. 


3. The agglutination test should be made on a 
large number of controls, from the population at 
large, to ascertain the incidence of positive re- 
actions and the degree of titer in the non-clin- 
ical cases. This is particularly true of children, 
who are the most frequent users of milk, and of 
women who have had abortions, since it is not 
known at the present time what influence the 
disease may have in inducing abortions in the 
human. Routine tests of this type should be 
made, particularly in instances where multiple 
sporadic cases occur and where the distribution 
of infected milk can be carefully followed. It 
would also be helpful to make agglutination tests 
on all the consumers of milk supply from a posi- 
tively infected herd. The infectivity of the abor- 
tus type must be extremely low or the disease 
would be very considerably more widespread. 
This test would help to establish this point. It 
might also help to explain the relative immunity 
of young children. 

Abortion is a less constant symptom of abortus 
and melitense infection in mares according to 
Rinjard and Hilger,? and it may be that in the 
human this is still more true. 


4. Because of the failure of the agglutination 
test in some cases where blood cultures subse- 
quently prove the disease to be present, it is 
hoped that a test may be devised which will be 
more delicate than the agglutination test. Even 
in cattle and goats the test is not infallible. The 
intradermal test as tried by Fleischner and 
Meyer,™* and more recently by Schoenholz and 
Meyer,”* appears promising. Burnet,*»*° of 
Tunis, found that the intraderman reaction was 
positive in the 15 to 20 per cent of the human 
cases of undulant fever in which the agglutina- 
tion reaction had been negative. The test, how- 
ever, is unsatisfactory in goats, but Holtum has 
reported its successful use in cattle. 

5. As pointed out by Alice Evans, it would 


- 





UNDULANT FEVER—HIRSCHBOECK 


be of value to make agglutination absorption tests 
in order to establish the strain which is causing 
the infection in the various cases, particularly 
where mild epidemics occur, as was true at 
Purdue University. The source of the organism 
does not necessarily determine its variety, and 
some believe that the undulant fever derived 
from cattle in Italy was really of the caprine 
type. 


CONCLUSIONS 


1. What is known as undulant fever com- 
prises an infectious disease in man contracted 
from cattle affected with cattle abortion, and 
what was formerly known as Malta fever, de- 
rived from infected goats about the Mediter- 
ranean sea. 

2. The disease is becoming widely dissemin- 
ated, particularly in this country, and has a 
tendency to be of the abortus type in all areas 
except along the Mexican border, where the 
caprine type seems to be more prevalent. 

3. Since the disease has been recognized in 
this country, instances of infection are being re- 
ported with greater frequency each year, so that 
we may consider the disease as having a poten- 
tiality for a high morbidity. 

4. The abortus type appears to be of milder 
nature than the caprine type, but the essential 
clinical differences are otherwise slight. The out- 
standing clinical characteristics are the fever, 
sweating, the arthralgic pains, enlargement of 
the spleen and liver, and the long duration, and 
a frequent ambulatory type. 

The laboratory characteristics are a normal 
white blood count or leukopenia, the tendency to 
a monocytosis, positive agglutination test, and a 
positive blood culture. 

5. About thirty cases have been reported in 
Minnesota since the first cases were discovered 
in the spring of 1927. 

6. Physicians should have a knowledge of the 
agglutination absorption test and its significance. 
They should also realize its failure to be positive 
in about fifteen or twenty per cent of the cases, 
in which blood cultures may be performed, or, 
in the future, an intradermal test employed. 

7. Prophylaxis from the standpoint of exter- 
minating the disease in cattle at the present time 
is impracticable and economically difficult. The 
economic difficulty is also a factor in bringing 
about an insistence on pasteurization of the milk 
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supply. The treatment, however, is essentially 
preventive presently, and no specific therapeutic 
measure has been discovered. 
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DISCUSSION 


Dr. C. P. Fitvcw (University School of Agriculture, 
Minneapolis): It is indeed a pleasure to have the op- 
portunity of speaking just a moment to you. There are 
many reasons why there should be a close connection 
between human and veterinary medicine. 

Undulant fever has assumed more importance fol- 
lowing the discoveries of Miss Evans, as the paper 
pointed out. I want to confine my remarks to the dis- 
ease as we see it in veterinary medicine, that is, in 
cattle and other varieties of live stock. Only a few 
factors can be brought out in the few moments avail- 
able. 

Calves are practically immune to this disease, as 
calves born from infected mothers are not themselves 
infected until they reach the age of puberty. You can 
feed a calf, experimentally, large numbers of the abor- 
tion germs without causing any disease in that animal. 
This is the basis of our control of this infection in 
cattle. In other words, it is a comparatively easy thing 
to build up a herd of free animals, animals free of this 
disease, from a herd of those that are infected. 

Our work at the university farm has shown also 
that the germ is not long-lived outside the animal 
body. In other words, we have been able to keep an 
infected herd and a clean herd within fifty feet of 
each other in which all of the drainage from the in- 
fected herd went toward the clean herd, for a period 
of three years without a single infected annimal coming 
in the clean herd. We have several demonstration 


[October, 1929} 


herds of this character in the state. At Duluth, at the 
experiment station, they have not had a reaction jn 
their clean herd for more than nine months, ai they 
did not make the separation until about a year avo, 

There is a herd free of this infection at the State 
Prison at Stillwater, another one at the St. Mary’s 
College at Winona. In other words, the plan seems 
to work, and we believe that the disease in catile can 
be controlled on the basis of the clean herd using the 
agglutination test to recognize the infected animal. 

Dr. Hirschboeck pointed out one interesting thing 
in the human family which has its counterpart in the 
cow. We find that a cow at or near the time of 
abortion fails to react to the test, but if a specimen of 
blood is taken approximately three weeks afterwards, 
a very high agglutination titre occurs. This agglutina- 
tion reaction practically. goes through the life of the 
animal. Approximately 30 per cent of the animals 
which harbor this disease eliminate the 
through their udder. The same infection or a similar 
infection exists in swine. Most abortions in swine 
result from the Bang organism. Fortunately that dis- 
ease is not as prevalent in this state as it is in some 
of our neighboring states, especially Iowa. 

Just recently we have had another very interesting 
development of the change in the character of infec- 
tions produced in various species of animals by the 
Bang organism. For years, especially before the ad- 
vent of the automobile, fistulas and poll evils were 
common infections of many of our equine friends. 
Today we don’t hear quite as much about them, 
especially in cities, but we do hear about the pyogenic 
infections in our country horses. As was pointed out 
by two Frenchmen less than a year ago, our investiga- 
tions here have shown that these pyogenic infections 
of horses result in over 75 per cent of the cases that 
we have examined to date from the Bang organism. 
In other words, we thought for years that these con- 
ditions resulted from pyogenic infection induced by 
injuries from collars, saddles, etc., but now we know 
that that they also result from the Bang organism. 
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SYMPTOMS DUE TO GROSS HEMORRHAGE INTO CYSTIC 
ADENOMA OF THE THYROID GLAND* 


Witiiam A. PLumMMer, M.D. 
Rochester, Minnesota 


P grenerst all adenomatous goiters removed 
surgically show hemorrhagic areas as well 
as fibrous calcareous and hyalin degeneration. 
Such hemorrhages, so far as we know, are only 
of pathologic interest. Even the pathologist 
ignores them, as his interest is centered on the 
cellular and colloid changes which are primary 
and related to thyroid function. 

Hemorrhage directly into an adenoma may be 
sufficiently extensive, however, to produce clin- 
ical manifestations. When it does influence the 
clinical picture, it is usually in connection with 
the formation of cysts. Two types of thyroid 
cysts are recognized:* (1) cysts originating 
from hemorrhage into follicles; the walls of such 
cysts are formed secondarily from follicular 
walls, portions of the thyroid capsule, trabeculz, 
and from newly formed connective tissue; and 
(2) cysts originating from adenomas of the thy- 
roid gland. In such cysts the capsule of the 
adenoma becomes the wall of the cyst. The large 
cysts which require surgical removal, the group 
of chief interest here, are probably all of this 
type. 

In the transition of adenoma from the fetal or 
colloid type to complete degeneration and the 
formation of cysts, apparently the following se- 
quence occurs: (1) interference with blood sup- 
ply and nutrition, (2) degeneration and necrosis, 
and (3) hemorrhage. 

The primary factor responsible for the de- 
generative changes which precede the formation 
of cysts is the interference with the blood supply. 
Many of the smaller arterioles, especially the 
capillaries forming a network around the fol- 
licles, are blocked and do not contain blood. This 
apparently results from the pressure of stored 
colloid.2 Degenerative changes occur in the walls 
of the vessel, and predispose to rupture with re- 
sulting hemorrhage. The decreased blood supply 
results in central necrosis. Therefore the con- 
tents of a cystic adenoma are largely the result 
of central necrosis and repeated hemorrhages. 

*From the Division of Medicine, The Mayo Clinic, Rochester, 


Minn. Read before the Minnesota Society of Internal Med- 
icine, Minneapolis, Minneseta, April 22, 1929. 


Cysts are often ruptured during surgical re- 
moval. Their content may be clear and yellow; 
it may have a brownish or greenish tinge, or it 
may be bloody if recent hemorrhage has oc- 
curred. The cysts may be soft or very firm, 
depending on the degree of tension. Even though 
hard, the true character of the cyst may usually 
be suspected because of a certain resiliency, the 
result of fluid under tension. Cysts often remain 
the same size for years or they may increase in 
size with varying degrees of rapidity, dependent 
on recurring small hemorrhages. 

If extensive hemorrhage occurs, acute enlarge- 
ment of the adenoma may result. I recently be- 
came interested in a search for records of cases 
of acute, painful enlargements of the thyroid 
gland, the result of gross hemorrhage into de- 
generated cystic adenomas. The following ab- 
stracts of cases are illustrative of the data found. 

Case 1—A man, aged twenty years, consulted the 
clinic in November, 1923. Goiter had been present 
four or five years, with little enlargement from the 
time it was noticed. Eight weeks previous to his ad- 
mission, following three days’ exposure to a northwest 
wind, pain developed in the neck at the site of the 
goiter. For three weeks the goiter grew rapidly, and 
the pain continued. The patient could not turn his 
head. He was then free of pain for one week. Three 
weeks previous to the patient’s visit to the clinic, the 
pain returned for ten days; subsequently there was 
pain when the wind struck the neck and there was 
slight difficulty in swallowing. The patient also gave 
a history of frequent attacks of tonsillitis. Two or 
three weeks before examination the goiter was much 
larger than at the time of admission. 

Examination disclosed a large globular tumor of 
moderate density in the right lobe of the thyroid gland. 
There was no evidence of hyperthyroidism. The pa- 
tient’s afternoon temperature was 99°. 

The surgeon found the right lobe to be cystic from 
recent hemorrhage. The cyst was then 8 cm. in diam- 
eter. The pathologic report was “single, hemorrhagic, 
cystic, almost completely degenerated adenoma.” 


Case 2.—A woman, aged forty-nine years, consulted 
the clinic in August, 1925, giving a history of recurring 
attacks of tonsillitis. Tonsillectomy was advised, but 
was not performed. Some enlargement of the thyroid 
gland was noted. In December of the same year the 
patient returned. She had had tonsillectomy elsewhere 
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the previous month, following which she did not re- 
gain strength but was up and about, working part of 
the time. Ten days previous to her return she had not 
felt so well, and on wakening the following morning 
she noticed a large swelling, tender to touch, of the 
left lobe of the thyroid gland. She had had a fever 
of 103° for three days; slight fever continued for six 
days. She did not feel very ill. There was no dys- 
phagia until the day previous to admission. 

Examination revealed a globular swelling of the left 
lobe of the thyroid gland; it was soft and slightly 
tender, and had local heat. There was no fever and 
no evidence of hyperthyroidism during the preopera- 
tive period of observation. The diagnosis was hemor- 
rhagic cyst of the thyroid gland, and possibly thyroid- 
itis. 

The surgeon found the right lobe to be slightly larger 
than normal. The left lobe contained a good-sized cyst 
which had probably resulted from recent acute hemor- 
rhage. The pathologic report was “hemorrhagic, cystic, 
degenerated adenoma in a colloid thyroid gland.” 


Case 3—A woman, aged thirty-nine years, consulted 
the clinic in December, 1919, complaining of symptoms 
not related to the thyroid gland. A small adenomatous 
goiter was discovered. In October, 1921, she returned 
to the clinic. For a year before the second visit, there 
had been some enlargement in the left lobe. Ten days 
previous to her return, the right lobe, which had always 
been smaller than the left, increased rapidly in size; 
pain in the enlarged lobe, referred to the left ear, was 
present. The acute enlargement had been associated 
with sore throat. , 

Examination showed a large, globular tumor in the 
right lobe of the thyroid gland. This was tender to 
pressure and rather soft and boggy. There was no evi- 
dense of hyperthyroidism. The patient’s temperature 
was 99.2°. The diagnosis was believed to be recent 
hemorrhage into an adenoma. 

The surgeon found a large, cystic adenoma, about 
10 cm. in diameter, of the right lobe of the thyroid 
gland, apparently displacing the trachea and larynx, 
and extending slightly substernally. The adenoma was 
under considerable tension and ruptured on being lifted. 
The left lobe was normal. The pathologic report was 
“single, degenerated adenoma (cystic).” 

In January, 1925, the patient returned. About a year 
after the first operation she had noticed a slight en- 
largement of the left lobe of the thyroid gland and 
this gradually increased, until about a month previous 
to her return. During the month it had increased a 
third in size. The throat had been slightly sore, and 
the left ear ached. There was no obstruction to breath- 
ing or difficulty in swallowing. Examination revealed 
a firm, globular enlargement in the left lobe, about 
the size of the tumor found in the right lobe at the 
time of the previous operation. There was no evi- 
dence of hyperthyroidism. The diagnosis was cyst of 
the left lobe of the thyroid gland, and probably hemor- 
rhage into a cystic adenoma. 

The surgeon found a hemorrhagic, cystic adenoma, 
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about 10 cm. in diameter. The cyst was under cop- 
siderable tension. The capsule was ruptured, tie fluid 
evacuated, and the capsule removed, leaving « prac- 
tically normal-sized lobe on the left side. The path- 
ologic report was “completely cystic, degeneraicd ad- 
enoma.” 


Case 4—A woman, aged fifty years, consulted the 
clinic January 24, 1928. Three months previous to ad- 
mission she had caught cold and had had a fever for 
two or three days. During this time she noticed that 
the thyroid gland was enlarged and that it was very 
tender and painful. She had never noticed any en- 
largement of the gland previously. During the fol- 
lowing three months the tumor had fluctuated in size 
noticeably. There had been a slight sensation of pres- 
sure. At the time of examination the tumor was some- 
what larger than it was when first noticed. 

Examination showed a hard, globular adenoma of 
the right lobe of the thyroid gland. There was no evi- 
dense of hyperthyroidism. The adenoma was so firm 
that the possibility of fluid under tension was not con- 
sidered. 

The surgeon found a hemorrhagic, cystic adenoma of 
the left lobe of the thyroid gland. The adenoma meas- 
ured about 10 to 12 cm. in diameter and was under 
considerable tension; it was ruptured, the fluid evacu- 
ated and the capsule removed. The pathologic report 
was “completely cystic, degenerated adenoma.” 


COMMENT 


In a search of the histories for predisposing 
factors of hemorrhage into cystic adenoma of the 
thyroid gland, I found that in one case exposure 
to a cold wind was given as the cause for the 


acute manifestations. There had been frequent 
attacks of tonsillitis, but apparently none recent- 
ly. In the second case reported, tonsillectomy 
had been performed twenty-six days previous to 
the acute enlargement of the thyroid gland, and 
the patient had not fully recovered her health. 
The malaise the day preceding the acute enlarge- 
ment and the temperature of 103° for three or 
four days afterward cannot be explained as re- 
action to the hemorrhage alone. The absence of 
any evidence of definite inflammatory reaction in 
the pathologic material removed would suggest 
that an associated general infection, possibly in- 
fluenzal in type, was responsible for the fever. 
In the third case reported, the more gradual en- 
largement of the cysts had been associated in each 
instance with sore throat. In the fourth case an 
acute cold with fever accompanied the increase in 
the size of the adenoma. 

It is rather surprising that neither in the cases 
reported here nor in other cases which were re- 
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viewed was trauma given as an immediate cause. 
Pain confined to the adenoma, or referred to it, 
was the chief complaint in all the cases. In three 
of the cases reported, and probably in the fourth, 
tenderness to palpation had been noted at the on- 
set or was present at the time of examination. 
A sense of pressure without pain was noted in 
cases other than those reported, especially in the 
cases in which the enlargement of the adenoma 
had not been so rapid. Slight difficulty in swal- 
lowing was a symptom in two of the cases. Fol- 
lowing the acute symptoms, the cysts became 
smaller and the subjective symptoms disappeared. 
Subsequently the size of the cysts may not change ; 
they may fluctuate in size or gradually grow 
larger. In differential diagnosis, the enlargement 
must be distinguished from acute strumitis. In 
inflammatory involvement it is not expected that 
such a sudden, uniform increase in the size of 
the adenoma will occur. However, involvement 
of an adenoma by inflammatory reaction may 
occasionally simulate extensive hemorrhage into 
an adenoma. Recently a case of this type came 
under observation. The history was suggestive 
of hemorrhage. A discrete, firm adenoma was 


present, without tenderness or other evidence of 


inflammation. At operation the capsule of the 
adenoma was found to be involved in an exten- 
sive subacute inflammatory reaction. 

The cases I am reporting were selected as rep- 
resenting the most typical instances of acute, pain- 
ful enlargement of cystic adenomas of the thy- 
roid gland, the result of hemorrhage. The fact 
that this phase of the condition has not been in- 
dexed is probably responsible for my inability 
to locate a larger number of typical cases. How- 
ever, I have been impressed by the infrequency 
of the complication. A few cases have been ob- 
served during acute manifestations which were 
thought to be the result of hemorrhage, but the 
diagnosis could not be definitely substantiated in 
these cases, as operation was deferred, and the 
patients did not return. 

In a few cases, extensive hemorrhage into an 
adenoma was noted at the time of operation, but 
a history of acute painful enlargement previous 
to operation had not been noted in the records. 

A more complete history of the development 
of thyroid enlargement in all cases of cystic 
adenoma probably would have disclosed a much 
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larger number of histories of acute painful en- 
largement some time during the course of devel- 
opment. 

A history suggesting acute upper respiratory 
infection was given in three of the four cases 
reported. However, in the two cases in which 
a definite febrile reaction accompanied the pain- 
ful enlargement of the thyroid gland, it is pos- 
sible that the hemorrhage itself may have been 
responsible for some constitutional reaction, and 
the element of infection in the adenoma was not 
definitely excluded. There was some round-cell 
infiltration in the capsule, but there was no more 
evidence of inflammatory reaction in the capsule 
or the surrounding tissue than is found in the 
usual cystic degenerated adenoma of the thyroid 
gland. 


CONCLUSIONS 


1. Although of infrequent occurrence, hemor- 
rhage of sufficient degree into a cystic adenoma 
will produce a rather typical clinical picture 
which is characterized by rapid increase in size 
associated with pain and tenderness. 

2. In three of the four most typical cases I 
could locate from the records, the patients gave 
a history of concurrent sore throat, cold, general 
malaise, and, in two instances, definite fever. It 
must not be concluded from these limited data: 
(a) that an acute painful enlargement of a cystic 
adenoma of the thyroid gland due to hemor- 
rhage is usually associated with a constitutional 
reaction; (b) that in the cases reported an upper 
respiratory infection was necessarily present, or 
if present, as the evidence would indicate, that 
it was necessarily an etiologic factor in the pro- 
duction of hemorrhage; or (c) that even in the 
absence of definite evidence of an inflammatory 
reaction in or around the tumors, it could be as- 
sumed that the presence of a local infective 
process was excluded: cultures from the walls of 
the cysts or the fluid content of the cysts were 
not made. 
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SPINAL ANESTHESIA* 


DANIEL H. BeEssesEN, M.D. 


AND 
Epcar A. Ryou, M.D. 


Str dangers of subarachnoid anesthesia 

have been very great in the past. It is 
only in recent years that investigations have 
placed it on a safety level with other forms of 
anesthesia. Rightly, even at present, in the minds 
of conservative surgeons, there is great question 
as to the advisability of its use. It is for this 
reason, that one must know and know well, the 
dangers to be encountered and the methods of 
offsetting these dangers before undertaking to 
administer spinal anesthesia. Those surgeons 
who most use this method are the very ones most 
cautious in its application. 

However, the advantages of spinal anesthesia 
are so obvious to those who have observed ab- 
dominal surgical procedures under its influence 
that many have ventured to apply it to other re- 
gions. It is in this advancing audacity that the 
greatest danger lies; for men who have not mas- 
tered the finer points in the technic will be en- 
couraged to utilize spinal anesthesia to the dis- 
advantage of the patient. Over 3,500 operations 
have been performed on the head, neck and tho- 
rax under spinal anesthesia. We cannot venture 
to recommend this to anyone not familiar with 
the precautions necessary to prevent cardiac and 
respiratory paralysis. Its chief advantages are in 
connection with abdominal operations and it is 
below the diaphragm that it can be used with 
the greatest safety. Keeping the anesthetic so- 
lution in the lower levels of the spinal canal is the 
prime safety device. This has been accomplished 
with solutions of specific gravity lower than the 
spinal fluid and of slow diffusibility. 

The advantages are: the remarkable relaxation 
of skeletal muscles; the constriction of the in- 
testines; the relative bloodlessness of the vis- 
cera; the ease of manipulation for the surgeon 
(indeed this ease is so great that one who has 
not actually encountered it cannot appreciate it) ; 
the complete absence of after-effects in well con- 
ducted cases. 

There are, however, certain definite disadvan- 
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tages associated with spinal anesthesia and these 
disadvantages will in some measure determine 
the selection of cases for this type of anesthe- 
sia. Foremost of these is the duration of the 
anesthesia, which is usually limited to one hour. 
While this time is sufficient for many simpler 
surgical procedures, it is not long enough for 


more elaborate abdominal operations. One of 
the chemists of the future will make a name for 
himself by devising means of increasing the du- 
ration of this anesthesia. Then there is the oc- 
casional failure. This can only be accounted for 
by the possible deterioration of stock solutions or 
error in technic. The needle may half penetrate 
the dura allowing spinal fluid to escape, but also 
may permit part of the anesthetic solution to en- 
ter the tissues outside the meninges. The needle 
should be completely under the dura as shown in 
the illustration. Occasionally, too, there is back- 
ache, headache, or other minor complaint. These 
are less noticeable, usually, than similar com- 
plaints made after other forms of anesthesia have 
been administered. 

There are certain conditions which respond 
unusually well to this form of anesthesia. Those 
we have considered as special indications for its 
use are: intestinal obstruction, cardiac disease 
(including decompensation), advanced pulmo- 
nary disease, hypertension and anemia. 

On the other hand, there are also certain con- 
ditions which are likely to add to the difficulties 
encountered in administration of this anesthe- 
sia such’ as: low or falling blood pressure; any 
condition precluding the Trendelenburg position 
for three hours after injection of the anesthetic 
solution; brain tumor, spinal disease, ankylosis 
of the spine or other condition preventing lum- 
bar puncture; neurotic individuals or those op- 
posed to local anesthesia. 

Its effect is greatly enhanced by preliminary 
narcosis with scopolamine and morphine. Often 
the relief from psychic stimuli is so profound 
that the patient is unaware that any surgical pro- 
cedure has been performed. The technic of in- 
ducing spinal anesthesia is so simple as to appeal 
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to every one. It is probably this which has led 
to the widespread advance in the use of spinal 
anesthesia. With the patient on the side, the 
table level, the head bent well toward the feet 
and knees drawn up under the chin, the skin is 
infiltrated over the desired intervertebral space 
with 1 per cent novocain containing 10 mm. of 
ephedrine. Introduce the lumbar puncture nee- 
dle of fine nickel or platinum, .22 gauge. While 
30 minims of spinal fluid are withdrawn slowly, 
fill a 2 c.c. syringe with the anesthetic solution, 
in amount equal to the spinal fluid withdrawn. 
The dosage may vary from one to three or even 
four decigrams of novocain; though rarely is it 
necessary to exceed 110 milligrams per 150 
pounds of body weight. We have been accus- 
tomed to use Pitkin’s formula which contains 
gliadin and makes it possible to use larger doses: 
though the direct mixing of neocain (French 
formula) with spinal fluid is considered by some 
equally safe and less fallible. The anesthetic so- 
lution is injected slowly into the subarachnoid 
space. Collodion is applied to the puncture site 
after withdrawing the needle. Place the patient 


on the back, lower the head of table 5-10°; pre- 
pare the abdomen for surgery while the surgeon 


scrubs. By the time these preparations are com- 
pleted—approximately eight to 10 minutes—the 
anesthesia has become effective and the incision 
may be made. Do not inject the anesthetic so- 
lution if the spinal fluid is bloody or cloudy. 

In conclusion, we wish to emphasize three 
facts: 

1. The special indications for spinal anesthe- 
sia are those in which other forms of anesthesia 
are not desirable. 

2. The special contraindications have to do 
with low blood pressure and difficulties in technic. 

3. The technic of spinal anesthesia is rela- 
tively simple and is best injected with the patient 
horizontal and turned on the side. The patient 
is then placed with head down 5 to 10° and is 
prepared for surgery in this position. If the 
patient is left in this position for three hours 
following injection of the anesthesia, there is 
very little danger of a lowering of blood pres- 
sure, with cardiac or respiratory paralysis. 


DISCUSSION 


Dr. W. A. Coventry (Duluth): I have been very 
much interested in spinal anesthesia, and have used it 
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now in about 300 to 350 cases. Our method differs a 
little bit from the one Mr. Bessesen has described, in 
that we use novocain crystals alone. We don’t use the 
Pitkin method. There are several things that the doc- 
tor spoke about I should like to emphasize. The first 
is the injection of the fluid into the spinal canal. The 
danger that he mentioned, shown in the first picture, 
is quite important, which would account for probably 
most of your failures. It is our practice to withdraw 
the spinal fluid into the syringe that has the crystals 
in it and dissolve the crystals in the spinal fluid. Then 
again before injecting novocain solution more fluid 
to make sure that our needle is still in the spinal 
canal. Of course in dissolving the crystals you have 
to disconnect your syringe from the needle and even 
that little manipulation that takes place at that time may 
sometimes change the position of the needle so that if 
you are not cautious to pull out the plunger of your 
syringe before you reinject, failure may result. We 
have found that sometimes our needle does slip and 
we have a little difficulty in getting fluid back into 
the syringe again. We have never had any failures 
in this series of cases. 

The other thing that the doctor speaks about we 
haven’t had any trouble with. He says we must have 
Trendelenburg’s position maintained for three hours. 
Immediately after injection it has been our custom to 
have the patient placed in the Trendelenburg’s position, 
not any particular angle but probably a tilt of five or 
ten degrees. As soon as the operation is over and the 
patient is put back to bed, the position is not maintained. 
We have been able to maintain anesthesia an hour and 
fifteen or twenty minutes in quite a number of cases, 
but sometimes, if the operation extended longer than 
that, we have had to resort to ethylene to continue the 
operation. There are many advantages that the doc- 
tor speaks about that are so great that after you get 
sold on this proposition you have to watch your step 
a little bit or you are apt to get too enthusiastic. We 
haven’t tried it anywhere but below the diaphragm. 
The advantage as I see it in this particular type of 
anesthesia is the fact that it teaches you to be more 
gentle with tissues than you have ever been before. 
Your relaxation is so great and it probably is so much 
less, not only to the intestines but also to the abdom- 
inal wall, in the parts to be manipulated, that the post- 
operative convalescence is so far superior to any other 
type of anesthesia, either ether or gas, that the final 
results are so gratifying that you are really sold on the 
proposition after you develop the technic. 

Another thing in the injection that we found was 
this: When we started out we had several men giving 
the injections, and a man in doing spinal puncture is 
apt to get a little careless, so that we insist that the 
scrubbing up technic shall be the same as for the op- 
erative field, with the wearing of rubber gloves and 
sterile gown. Between the procedure of doing the in- 
jection and starting the operation you make a complete 
change in operative preparation. I like that method 
very much. 
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M* experience in obstetrics during the past 
ten years has been no different from that 
of other rural physicians. I have, however, ac- 
curately recorded my work and am thereby en- 
abled to summarize and analyze all cases. This 
report endeavors to show that modern methods, 
present day teaching, and recent advances in ob- 
stetrics may be practically followed in country 
practice, contrary to the contentions of many 
that only city physicians and specialists can fol- 
low them. Only by the complete utilization of 
the knowledge we already have can the high ma- 
ternal and infant mortality and morbidity be 
reduced. 

I have summarized the histories of 541 cases 
of pregnancy, including sixty-two abortions, 
nineteen patients who were referred to a hospi- 
tal, eleven who were delivered during my ab- 
sence, thirteen who moved away, and 436 pa- 
tients whom I personally attended during preg- 
nancy and confinement. 

The value of prenatal care has been so widely 
discussed and so generally accepted that it need 
not be elaborated here. The statement that the 
expectant mother in the country will not come 
for advice and attention preceding labor, is dis- 
proved by my records which show that by con- 
stantly instructing my clientele they have been 
gradually taught to realize its worth sufficiently 
so that they have come to the office regularly for 
this purpose. 

I direct your attention to the charts on Pre- 
natal Care. 

PRENATAL CARE 


Year Cases Prenatal Care Percentage 
i isicsithnnsiia 46 15 32.6 
I 44 13 29.5 
59 18 30.5 
49 25 51.0 
| 56 39 60.9 
a 45 34 75.5 
a ee 64 44 68.7 
a 52 39 70.5 
ee 57 43 75.4 


There are frequent opportunities for suggest- 
ing to patients the value of prenatal examina- 
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tions and advice. By continually working along 

this line it is possible for 100 per cent of all 

pregnant women to receive this service. 
COMPLICATIONS OF PREGNANCY 

I have attended sixty-two cases of abortions 
comprising 11.5 per cent of pregnancies. If to 
this is added the eleven premature deliveries it 
will be noted that 13.5 per cent of all gestations 
terminated before term. All except two were 
cared for in their homes. There were no in- 
fections and no deaths. In only six instances 
was it certain that the affair was self induced, 
three of which were illegitimate. Severe hemor- 
rhage was a factor in only six cases. The period 
of gestation varied from six weeks to four and 
one-half months. There was one case of ectopic 
gestation treated surgically. It is interesting to 
note that this patient had had an ectopic preg- 
nancy about ten years previously. 

In this series there were three cases of per- 
nicious vomiting in two of which it was neces- 
sary to empty the uterus. 

In eight patients symptoms occurred threaten- 
ing the termination of pregnancy. By appro- 
priate treatment they were carried to term. 

This series includes twenty-one cases of pre- 
eclamptic toxemia of pregnancy. Three patients 
developed convulsions, none of the three having 
had adequate prenatal care. Eighteen cases were 
recognized during the prenatal examinations, 
seven of these having been delivered normally 
in their homes, eleven were hospitalized, pre- 
mature labor having been induced in four cases. 
Three infants died from prematurity. There 
were no maternal deaths. Eighteen additional 
cases were classed as hypertensive nephritis. 

Pelvic measurements were made in all primi- 
para, only seven cases having been recorded of 
moderately contracted pelvis, two of which had 
forceps deliveries. 

In estimating the probable date of confinement 
the usual method was used. In nineteen cases 
labor occurred on the date estimated. The aver- 
age “plus” error was 6.7 days, the average 
“minus” error was 7.4 days. 

LABOR 


I have been particular to always record the 
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time called, the time of arrival, the hour that 
labor began and the hour of delivery. The fol- 
lowing table summarizes the result : 


TIME CALLED 
Noon to OP. M. 
6p.M. to Midnight 
75 80 117 122 
19.4% 20.7% 29.6% 30.3% 
40.1% 59.9% 


6A. M. 
to Noon 


Midnight 
to6a. M. 


LABOR BEGAN 


95 116 
29.8% 36.6% 
66.4% 


60 46 
18.9% 14.7% 
33.6% 

HOUR OF DELIVERY 


96 123 
22.9% 29.3% 
52.2% 


The primiparous woman averaged twelve 
hours in labor; the multiparous woman seven 
hours (DeLee 18-12). The average time spent 
on each case was 4 hours and 29 minutes. The 
average time taken to reach the place of con- 
finement was thirty-three minutes, this giving 
an approximate average of five and a half hours 
for each case. 

This series included 128 primipara (29 per 
cent) and 307 multipara (71 per. cent). The 
maximum duration of labor was fourteen hours. 
The average age of mothers was 28, the oldest 
48, the youngest 16. There were six unmarried 
women. With the exception of nineteen pa- 
tients who were referred to the hospital, all 
were taken care of in their homes. One woman 
was delivered in a granary, another in a box car, 
both of the latter having an uneventful puer- 
perium. 

Ether was used as an analgesic and anesthetic 
in all cases, amplified by morphine when neces- 
sary. Pituitrin was used in 204 instances 
(47.1 per cent), always in dosage of one to 
three minums, always when properly indicated. 
During the past five years I have been assisted 
by a nurse. In the practice of rural obstetrics 
the surroundings are often unsanitary, especially 
for operative work, and the help of the husband 
or neighbor woman insufficient. The patient is 
encouraged, a better anesthetic is possible, and 
one’s surgical technic is greatly improved with 
the assistance of a competent nurse. 

Normal labors occured in 360 instances (90.6 
per cent), contrasted with 43 abnormal cases 


85 
20.3% 
47. 8% 
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(9.7 per cent). Cephalic presentation was found 
385 times (87.5 per cent); breech 11 times 
(2.5 per cent) and transverse in one case (0.2 
per cent). Anterior positions comprised 83.8 
per cent of the total; posterior positions 3.0 per 
cent (at the end of labor). There was one trans- 
verse or shoulder presentation and deep trans- 
verse arrest in two instances. The posterior 
positions required forceps delivery in 41.6 per 
cent. Twins occurred in seven cases (1.5 per 
cent), premature infants being a factor in only 
one instance. No forceps or versions were re- 
quired in any case of twins. In one instance 
precipitate labor occurred, one twin delivering as 
a breech. 

Forceps delivery was required in twenty-six 
cases (5.9 per cent). In no case was the so- 
called “high forceps” used. Version was per- 
formed in two cases. Caesarian operation was 
necessary in one case of ruptured uterus oc- 
curing in a patient who had previously been sent 
to the hospital on account of pre-ecclamptic 
toxemia. One patient who had had two previous 
Caesarian operations had a normal labor. 


CHARACTER OF DELIVERY 


Total number cases 





Total number deliveries 


Normal labors 
Abnormal labors 
PRESENTATION AND POSITION 

Cephalic 

LOA 

ROA 

ROP 

LOP 

Chin 
Breech 
Transverse 
Deep transverse arrest 











Forceps 
Low 
Mid 

Version ... 

Precipitates ... 

No record 

Perineal lacerations occurred in 144 instances 

(33 per cent). Of these 24 per cent were con- 

sidered first degree, 3 per cent second degree, 
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0.3 per cent third degree (one case). Episio- 
tomy was done frequently when indicated. The 
perineum was always repaired with the excep- 
tion of two patients who refused the operation. 

I have had two instances of retained placenta, 
both of which were delivered, after waiting two 
hours, by means of a modified Credé expres- 
sion. There were three cases of partial separa- 
tion of the placenta, one case of partial placenta 
previa, and one instance of total placenta previa 
(central). 

Hemorrhage is recorded as moderate in twelve 
instances, all being readily controlled. It is my 
impression that careful observation and proper 
care of the patient for at least one hour after 
delivery, together with the routine administra- 
tion of ergot, does much towards the prevention 
of post-partum hemorrhage. 

This series includes two cases of puerperal 
septicemia, both coming to a fatal termination. 
One was hospitalized following hemorrhage 
from a complete pdacenta previa. Conservative 
treatment was followed but because of continued 
hemorrhage it was found necessary to induce 
labor. Version and extraction were required be- 
cause of a transverse presentation. 

The second case was that of a primipara with 
a contracted pelvis delivered by forceps with the 
aid of a consultant after a test of labor. An in- 
dividual residing in this home was recovering 
from a severe ear infection and had had a mas- 
toid operation. A relative cared for both cases 
and admitted having used an ear syringe not 
sterilized, for giving douches. One additional 
septic case was cared for during the pureperium 
only, at the request of the attending physician 
who was ill. It was stated that the placenta was 
removed manually almost immediately following 
delivery. A large decomposed placental frag- 
ment was expelled on the third day. A typical 
septic course followed, and exitus on the twenty- 
fifth day. 

Other minor complications following labor 
were syncope occurring in three cases, prolapse 
of the cervix in two patients, edema of the vulva 
in one instance, measles during the pureperium 
suggesting for a time the possibility of sep- 
ticemia, gallstone colic. One patient had an 
enormous ovarian cyst removed at operation not 
long after confinement. 

INFANTS 
The records of 440 infants show 224 males 
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(50.8 per cent), 215 females (48.8 per cent) and 
one instance in which sex could not be deter- 
mined—a monstrosity. There were 424 living 
births or 96.4 per cent. Premature infants aum- 
bered eleven, eight of which died. A total of 
sixteen infants died (3.6 per cent) from causes 
as follows: prematurity 8, birth injury 2, malfor- 
mations 3, asphyxia (atelectasis) 3. 

The average weight of male infants was 8.2 
pounds (maximum 12, minimum 5) ; female in- 
fants 7.9 pounds (maximum 11, minimum 4), 
Anomalies included two monstrosities, imperfor- 
ate anus, congenital blindness, cleft palate and 
hare lip, one infant having at birth lesions sug- 
gesting intra-uterine small pox (a premature), 
two infants with congenital heart lesions, one 
case of fascial paralysis, one of paralysis of the 
arm, one infant with club feet, one instance of 
congenital wry neck. There was one instance of 
a macerated dead fetus. . 


MEDICAL ECONOMICS 


The average fee received was $29.59. The 
aggregate fees collected in all obstetrical cases 
represented 18.5 per cent of my total professional 
income. It is my opinion that the fee obtained 
in abnormal or operative obstetrics is entirely 
incommensurate with the character of service 
rendered. 

CONCLUSIONS 


1. Every rural physician should keep accu- 
rate records ‘of this important part of his work. 
Many advantages to the public whom we serve 
and to the medical profession would result. 

2. Accurate records cultivate the habit of ac- 
curacy of observation and tend towards better 
diagnosis on which the treatment depends. 

3. Obstetrics consumes a large share of the 
rural physician’s time and yields him a large 
share of his professional income. 

4. Great responsibility is incurred not only in 
the management of the individual confinement 
but in the matter of educating the expectant 
mother to the value of prenatal care. 

5. Prenatal care may be practically applied in 
the country as well as in the city and to a greater 
degree than has been considered possible. 

6. Better obstetrics will ultimately lead to a 
reduction in maternal and infant mortality and 
morbidity. 

DISCUSSION 
Dr. J. C. Litzenserc (Minneapolis): A paper like 
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this gives me a good deal of satisfaction, because I — 
have preached in season and out of season (I have 
been told out of season) that prenatal care can be ob- 
served and carried out in the country as well as in the 
city. The usual reply of a country practitioner to that 
is, “Oh, don’t listen to him. He is a professor of ob- 
stetrics and a city specialist. What does he know 
about country practice?” They are right. What have 
I to say? 

But when Dr. Bergheim read a paper similar to Dr. 
Henderson’s two or three years ago I got a great deal 
of encouragement from it because he, a country physi- 
cian, put the case even stronger than I had ever done. 
Dr. Henderson now comes before the Association again 
to prove that the country practitioner can do prenatal 
care and keep careful records as well as the man in the 
city, and if I may be allowed to interpolate I will say 
I believe Dr. Henderson has kept better records than 
the average man. 


Dr. Henderson, when he started in, had less than 
one-third of the patients that would come for prenatal 
care. During the nine years of his practice he has in- 
creased that to seventy-five per cent, by educating the 
people, “and they like it,” as he said in his paper. It 
isn’t to be supposed that the wife of the farmer is any 
less appreciative of good care during her confinement 
than the wife of the city resident, and they appreciate 
good obstetrics as is shown by Dr. Henderson’s figures. 


If it be in order, Mr. Chairman, I should like to dis- 
continue my discussion and read the discussion offered 
by Dr. Bergheim, who is confined to the hospital. If 
it is not out of order I should like to substitute that 
for my discussion for the reason that many think that 
a city specialist does not know anything about country 
practice. I want to substitute Dr. Bergheim’s discussion 
for my own because he is a country practitioner and he 
has kept the same careful records as Dr. Henderson 
has and does the same kind of work in the country. 
They are not the only ones that are doing it. I com- 
mend them as exemplars. I know many country prac- 
titioners who are doing the same thing. Many others 
say it can’t be done in the country. “These women 
will not come in for prenatal care,” they aver. Dr. 
Henderson and Dr. Bergheim prove that they will. 


Dr. M. C. BercHemm (Hawley, Minn.) : 
sheer enjoyment I have read and re-read Dr. Hender- 


Out of 


son’s paper many times. And it is, indeed, interesting 
to note that his obstetrical problems are exactly like 
my own. They are the same problems that we all meet 
in this work. 

Obstetrical work is the hardest work, the most tire- 
some work, that any physician is called upon to do. 
And this holds true whether one be general practitioner 
or specialist. And as it is the hardest, so it is also 
the most important work that any physician is called 
upon to do. 

Patients must be educated to come to the doctor for 
prenatal care. In many sections they are not used to 
this sort of treatment, but it is a part of every physi- 
cian’s duty to educate the public in this regard. 
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Dr. Henderson shows that ten years ago 32 per cent 
of his maternity cases came in for prenatal care; and 
today over 75 per cent of his cases are coming in for 
such care. My own figures show that nine years ago 
less than 15 per cent came in for prenatal care, and 
today 83 per cent are coming in regularly. We our- 
selves were not educated in a day nor in a year; and 
neither can the laity be so educated. We must expect 
that years will be required before all mothers will 
come for prenatal care. But they can be educated. 
I find that most of them are glad to get the various 
pamphlets published for mothers, and I also find that 
they read them. The physician, not the grandmother 
or the neighbor, must be the teacher, and it is up to 
him to be on the alert constantly. 

Over 80 per cent of all obstetrical cases in America 
are cared for by the general practitioners; hence, on 
us rests the bulk of the burden of this important work. 
Why should the life of one mother be sacrificed for 
every 162 live babies brought into this world?. That 
is our problem! And more than four-fifths of the re- 
sponsibility of solving this problem rests on those of 
us who are doing general practice. Rember that the 
fact that we are general practitioners and not special- 
ists in obstetrics does not relieve us of any responsi- 
bility here. 

The death rate among infants has been markedly re- 
duced during the last fifteen years; but not so, to any 
appreciable degree, the death rate among the mothers 
of this country. In 1927 the infant death rate, ac- 
cording to the Child Health Association, was 64.9 per 
1,000 babies. This is the lowest rate obtained since 
1915 when the birth registration area was formed. 

During the same year, 1927, over 17,000 maternal 
deaths occurred in the United States. Of these 38.5 
per cent, or nearly 7,000, were due to puerperal sep- 
ticemia—a condition which is almost entirely prevent- 
able. According to the United States Department of 
Commerce, 1927, 2.4 maternal deaths per 1,000 live 
births occurred due to puerperal septicemia. 

Of maternal deaths during 1927, 27 per cent were due 
to puerperal toxemia. This too is almost 100 per cent 
avoidable, by proper prenatal care. 

Intervention—surgical and otherwise—such as forceps 
delivery, Caesarean section, version, pituitrin and so 
forth accounted for 10 per cent of the deaths. Here 
too a decided reduction in maternal mortality can be 
effected. 

From the above figures it certainly seems possible 
that by conscientious application of safe and sane ob- 
stetrical procedure we can cut the maternal death rate 
down 50 per cent or more. 

Of the twenty nations of the world that keep vital 
statistics we were nineteenth in the list in 1921, and at 
present we are still near the bottom, as regard maternal 
deaths. 

Great improvement has been shown where obstetrical 
patients receive the proper prenatal care and are de- 
livered in good maternity hospitals. But the general 
maternal mortality has not been appreciably reduced. 
Well conducted maternity clinics and hospitals may 
care for thousands of cases without a single maternal 
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fatality. And this in spite of the fact that many of 
these cases are referred, difficult, cases. To reduce the 
death rate for the whole country we who are in general 
practice must face our responsibility. We must know 
good obstetrics and we must practice it. The ‘ity is 
fast learning what good obstetrics is; and if we do not 
give the mothers what they ought to have they will 
go where they can get it. 

In 1927, four states in the union (New Hampshire, 
Vermont, Oregon, Wyoming) had 100 per cent of their 
maternity cases cared for by physicians. And still the 
maternal death rate was higher for these states than 
for the United States at large. In these states it was 
7.5 per 1,000 live births, while in the United States at 
large it was 6.2. (This last figure is .2 of a point 
lower than it was in 1926.) We might incidentally 
point with pride to our own state of Minnesota where 
the death rate in 1927 was 4.4, the lowest of all the 
states in the union. (Florida was highest with 11 per 
1,000 live births.) 

I have spoken of prenatal care and its importance. 
Let us turn to the conduct of delivery. The physician 
must hold himself responsible to a great extent for the 
injuries and accidents that happen to mother and child 
during delivery; and he must assume most of the re- 
sponsibility for puerperal infection. 

I know of one physician, not in this state, who had 
a suit brought against him because he had three ma- 
ternal deaths in succession due to infection. He was 
acquitted, but nevertheless he must have felt that he 
was not “without guilt.” 

I know of one physician who, at a recent meeting of 
a number of physicians, spoke of Dr. J. C. Litzenberg 
as being a crank on the subject of obstetrics because 
he even went so far as to advocate rectal examinations 
in these cases. 

A doctor who is in general practice must handle all 
sorts of cases. When dealing with cases of erysipelas 
or other virulent infeci\o.us cases he must be doubly 
careful in his obstetrical work. Virulent streptococci 
can not be scrubbed off the hands nor killed by lysol 
or bichlorid or other disinfecting solutions. At every 
case sterile gloves should be carefully put on. Rectal 
examinations should be done, and vaginal examinations 
resorted to only when absolutely necessary, and all 
unnecessary intervention should be abstained from, es- 
pecially when one is dealing with virulent infections in 
his general practice. 

Speaking of experiences—Dr. Henderson keeps won- 
derful records of his cases. He has pointed out his 
cautious use of pituitrin. When he uses this potent and 
dangerous extract he uses from one to three drops as 
an initial dose. His cases of intervention have been 
reduced almost to a minimum. In looking over my 
own records I find that in 876 cases pituitrin was used 
very rarely and very cautiously, and forceps were used 
in 14 cases only, or in 1.6 per cent of the cases. I have 
spent a longer time on the average for each of my 
cases than most doctors do. I believe in watching and 
waiting. When things are progressing nicely and the 
mother and the child are in good condition, why apply 
forceps to save a little time and probably do great 
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injury and implant virulent infection? Or why resort 
to larger doses of pituitrin and be sorry for it »{ter- 
wards? (There are three of us doctors in the little 
town of Hawley; and when I am spending a little 
extra time on an obstetrical case, the other doctors can 
take care of my other patients if they can not wait. 
And when the other doctors are on obstetrical cases 
I can do the same for them. It is tit for tat.) 

While I was an intern we had a case on the ob- 
stetrical service with partially retained placenta. There 
was profuse hemorrhage which could not be controlled. 
The patient was becoming cyanotic, and was rapidly 
losing consciousness. The chief of the obstetrical sery- 
ice who was in charge of the case removed the placenta 
manually, the uterus was massaged, aseptic ergot was 
given hypodermically, and the life was saved. This 
was a mighty lesson for me. Ever since I got into 
practice, I have, in all my obstetrical cases had on 
hand an extra pair of sterile gloves and aseptic ergo 
for use in just such cases. I have positively saved the 
lives of two mothers in this manner. In only two 
cases have I been obliged to remove the placenta 
manually, and in both of these cases the result would 
have been fatal had I not been prepared. Neither one 
was infected, both were saved; and if I have done 
nothing else during my medical practice I have at least 
saved two mothers, each with a family of six children. 

All practitioners of medicine should follow the Golden 
Rule; especially so in doing obstetrical work. If every 
doctor doing obstetrical work would think of the 
mother as though she were a member of his own 
family, and treat her exactly as he would want his 
wife or daughter or sister to be treated he would not 
think selfishly of himself, or his sleep, or his golf 
game. He would think of the mother who is in travail 
rather than of himself. He would remember that he 
is well, while she is sick and entrusted to his care. He 
would make it a point to know good obstetrics and to 
practice the same. He would wait and watch, he 
would give nature a chance, and assist her when neces- 
sary only. Pituitrin and forceps and versions and 
other forms of intervention are too often used to help 
the doctor rather than the patient. 

In conclusion, let me emphasize again what the doc- 
tor has brought out so well in his good paper: pre- 
natal work is the most important part of obstetrics. 
Forty years ago when so few mothers had the help of 
a doctor at delivery the chief cause of death was not 
that they went through labor unassisted; the chief 
causes were the complications which set in during 
pregnancy, and which could in most cases have been 
prevented by conscientious application of our modern 
prenatal care. It is up to the doctor to educate the 
laity. It can be done. It is being done. I am re- 
luctant about attending a confinement case that has 
had no prenatal care. And if patients were made to 
understand that if they failed to come in for prenatal 
care they would have difficulty in getting a doctor at 
the time of delivery, I believe they would all come in. 
If all of the 2,700 or more physicians in Minnesota thus 
insisted I believe there would be few cases failing to 
come in for prenatal care. 





OBSTETRICAL EXPERIENCE OF A RURAL PHYSICIAN—HENDERSON 


I am both serious and enthusiastic about this subject 
of good obstetrics among general practitioners. And 
for that reason I have probably burdened you with 
many words. I thank you. 
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Dr. Litzenperc: I shall no longer need to preach 
the doctrine of prenatal care to the country practitioner. 
I had to do it when there was no one else to do it and 
they laughed at me and said it couldn’t be done. Now 
we have in the country districts of the state of Minne- 
sota a number of apostles of good obstetrics and pre- 
natal care and I am very happy that these country doc- 
tors are taking up the burden of spreading the propa- 
ganda that, in order to lower maternal mortality and 
infant mortality, prenatal care must be carried out, and 
the example of Dr. Henderson and Dr. Bergheim and 
dozens of others proves that good obstetrics and good 
medicine can be practised in the country, just as well as 
good medicine can be practised in the city. There isn’t 
any reason why we can’t educate these people as men of 
this type are doing. I think so much of the paper of Dr. 
Henderson that I have invited Dr. Henderson to come 
and give a lecture to the senior students on “How to 
Practice Obstetrics in the Country,” and I think medi- 
cal students will enjoy it as much as I have enjoyed 
his paper. 





VIOSTEROL: IRRADIATED ERGOSTEROL 


The demonstration that many food materials can ac- 
quire physiologic potencies when the products are sub- 
jected to the direct influence of ultra-violet rays is a 
contribution of recent scientific investigation. The 
effects of the irradiated substances within the body 
are identical with, or equivalent to, those that have 
been ascribed to vitamin D, the antirachitic food factor. 
The latter is known to induce the healing of rickets 
or to prevent the latter when suitable foods containing 
vitamin D, such as cod liver oil, are employed in a 
prophylactic way. Tetany and probably other diseases 
may be favorably influenced in a comparable manner. 
Ergosterol, a sterol widely present in small amounts in 
edible products, was shown to be “provitamin” or sub- 
stance that acquired antirachitic potency after suitable 
irradiation. It was inevitable that a product possessing 
the remarkable action of irradiated ergosterol and 
readily obtainable should attract attention in the fields 
of therapy and prophylaxis; also, the danger of quack- 


ery follows in the wake of discovery, particularly when, 
as in the case of irradiated ergosterol, the product 
possesses enormous potency. To avert the almost in- 
evitable confusion and to exercise a wholesome restraint 
over the exploitation of the new product, the Council 
on Pharmacy and Chemistry of the American Medical 
Association has followed its usual custom of adopting 
a common name, viosterol, for irradiated ergosterol. 
It has recognized two preparations of this substance, 
namely, viosterol in oil 100 D (N. N. R.); having one 
hundred times the antirachitic potency of a standard 
cod liver oil; and cod liver oil with viosterol 5 D 
(N. N. R.), being cod liver oil with the addition of 
viosterol and having five times the antirachitic potency 
of a standard cod liver oil. In announcing this action, 
the Council publishes standards of identity, dosage, and 
suggestions for therapeutic use. The use of products 
accepted for New and Non-official Remedies, according 
to the advices of the Council, is likely to avert any 
undesirable consequences from the use of this potent 
agent. (Jour. A. M. A., August 31, 1929, p. 694.) 
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PRESIDENT’S LETTER 


The Committee on the Cost of Medical Care 


gp group, of which Dr. Ray Lyman Wilbur, President of Stanford Uni- 
versity, is chairman and C. E. A. Winslow, Dr. P. H., Chairman of the Ex- 
ecutive Committee, has outlined a most comprehensive five-year program, 
which includes studies of urban and rural communities in every phase of the 
cost of medical care, including physician’s fees, hospital charges, special service 
as x-ray, dental work, operations, etc. One wonders if the cost of medical care 
has increased in greater proportion than other commodities. Recent articles in 
lay magazines would lead one to the conclusion that cases therein cited are ex- 
ceptional. Due consideration must be given to the vastly increased cost borne by 
the physician in conducting a practice, the cost of up-to-date equipment, trained 
assistants, et cetera. If one compares the cost of hospitalization with rates 
charged by hotels of equal grade, it would appear that the hospital charge is 
unusually low, including, as it does, in addition to room, food and nursing service. 
The list of studies comprise: 


Preliminary survey of data showing the incidence of disease and disability. requiring 
medical services and of generally existing facilities for dealing with them. 
*1. The diseases and conditions responsible for human disability and inefficiency. 
2. The prevalence of certain disorders which appear to be among the most serious causes 
of disability and inefficiency. 
3. The proportion of persons, both adults and school children, not disabled, who are in 
need of medical service. 
*4. Existing facilities for the treatment and prevention of disease and defectiveness— 
a statistical study. 
*5. Surveys of the medical services of a large city, of a small city, and of rural com- 
munity. - 


Studies on the cost to the family of medical services and return accruing to the physi- 

cian and other agents furnishing such services. 

*6. The cost of sickness, during a 12 month period, among various representative popu- 
lation groups, including the incidence of sickness. 

7. The influence of specialization on the cost of medical service. 

8. The cost of adequate medical service for a family during a 12 months period. 

*9. Capital investment and income in private practice. 

*10. Capital investment in hospitals and clinics. 


Analysis of specially organized facilities for medical care now serving particular groups 
of the population. 
*11. 


Organized medical service in industry and in universities. 

*12. Pay clinics and group clinics. 

13. Recent developments in services rendered to persons not indigent by state, municipal, 
and county hospitals. 

14. Visiting nurse societies. 

15. School health service. 

16. The extent of private medical service on a yearly basis. 

17. Existing types of health insurance in the United States. 


*Studies in this list which are preceded by a star are to be given priority. 


The committee invite the cooperation of individuals, research and business 
organizations. This is a subject which interests every one of us and it is hoped 
that the committee may meet with a hearty response. The final report will be 


awaited with interest. 
s 7 
eg a 


. President, 
Minnesota State Medical Association. 
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CARBON DIOXIDE IN PREVENTION OF 
POSTOPERATIVE PULMONARY 
COMPLICATIONS 


The use of carbon dioxide in anesthesia has 
been investigated from two viewpoints: as a 
means of inducing deep breathing and as a 
means, in itself, of producing anesthesia. Recent 
work in the latter field indicates that “anesthesia 
with carbon dioxide and oxygen is not recom- 
mended for human use until much more exten- 
sive studies have shown its limitations and its 
possible field of service.”* However, as long ago 
as 1908, Henderson pointed out the influence of 
the carbon dioxide content of the blood in regu- 
lating heart rate, vascular tonus, peristalsis of the 


alimentary canal, respiration, and other bodily 
functions.* 


A forward step in methods of anesthesia which 
grew out of this work was the introduction of 
carbon dioxide as a respiratory stimulant. Levi 
was using it in 1910. Throughout approximately 
the succeeding twenty years, Henderson and 
Haggard and their associates repeatedly have 
called attention to the value of inhalation of car- 
bon dioxide as a means of resuscitation in as- 
phyxia and as a means of inducing deep breath- 
ing after anesthesia. 


Demonstration of the importance of deep 
breathing after anesthesia rests on the physio- 
logic grounds that recently have been presented 
by Henderson*. Normally, the lungs are well 
drained through their airways and these channels 
of drainage should be kept open. Deep breath- 
ing tends to keep them patent; shallow breathing 
predisposes to bronchial obstruction and conse- 
quent atelectasis and pneumonia. The air pas- 
sages clear themselves not only by means of the 
cough reflex and by the action of cilia, but also 
by peristaltic activity in the air sacs, bronchioles 
and bronchi. It is possible, also, that by means of 
a nervous mechanism, not thoroughly understood 
as yet, a stimulus which reflexly will incite deep 
breathing also will cause an increase in the cali- 
ber of the air tubes, and that a stimulus which 
tends toward shallow breathing will tend to de- 
crease the caliber of the air passages. 


At present, therefore, carbon dioxide is being 
administered at the end of anesthesia for surgi- 
cal operations. It is being used in this country 
and in Europe and postoperative pulmonary com- 
plications are becoming hazards of the past. In 
August of this year, Lundy wrote: “Carbon di- 
oxide was used in many more cases in 1928 than 
in 1927 or any previous year. It was not used 
as an anesthetic, but as a respiratory stimulant, 
and it is the almost unanimous opinion of every 
one in the Section on Anesthesia at the clinic that 
carbon dioxide is a valuable agent on a gas ma- 
chine, and that in a large percentage of cases in 
which a general anesthetic is being used it will 
facilitate the administration of the anesthetic at 
one or more times during the period of anestheti- 


611 





612 


zation.” On the service conducted by Lundy and 
McCuskey, carbon dioxide is employed as a pre- 
ventive of atelectasis and pneumonia as follows: 
Immediately after the anesthetic has been discon- 
tinued and before the patient is removed from 
the table, a mixture of carbon dioxide approxi- 
mately 10 per cent and oxygen 90 per cent, is 
given for from three to five minutes. 


R. M. Hewirtr, M.D. 
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COUNTY SOCIETY MEETINGS 


The general let-up in the activities of the med- 
ical societies incident to the summer season has 
come to a close, and the usual stride has again 
been resumed in medical circles. 

The success of the county society meeting de- 
pends largely on the type of program presented. 
In these days when the county society is meeting 
with competition from various sources, hospital 
staff meetings in particular, it behooves the pro- 
gram committee of the society, which in most 
instances consists of the county society secretary, 
to show added zest in arranging first class scien- 
tific programs. Competition should act as a stim- 
ulus here as it does elsewhere. We know of one 
secretary who at the beginning of the year called 
on certain members for participation in the pro- 
gram on certain dates, with marked success. Full 
programs are more likely to be obtained through 
this method than by waiting for volunteers. The 
secretary of the State Medical Association may 
be called upon to assist in obtaining outside tal- 
ent to add to the interest of the county meetings. 

With added interest in economic questions 
some secretaries have held a medical economics 
meeting during the year to which local physi- 
cians outside of the society membership as well 
as members were invited. This has been in a 
number of instances the means of adding desir- 
able physicians to the society membership. State 
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officers and committee members have shown in 
the past a remarkable willingness to attend these 
special meetings to discuss various economic 
questions. 

The county society means most to the indi- 
vidual members who put something into the so- 
ciety by attendance and participation in the vari- 
ous activities of the society, scientific and other- 
wise. 


POISONING FROM REFRIGERATION 
SYSTEMS 


A number of deaths have been recently re- 
ported in the press as being due to poisoning by 
the leakage of gas from refrigerating plants. 
The more complex modern living conditions be- 
come, the more varied the possible accidents. 

A clear explanation of the real hazard exist- 
ing in the popular present day refrigeration 
methods is contained in a statement authorized 
jointly by the Public Health Service, the Bureau 
of Standards and the Bureau of Mines. 

Formerly ammonia was the gas commonly 
used as a refrigerant. Now, the gases sulphur 
dioxide and methyl chloride are extensively used. 
None of these gases is a violent poison. Being 
very volatile, they are not likely to cause poison- 
ing through contact with food, but they cannot 
be breathed with impunity. Ammonia and sul- 
phur dioxide have an easily detectable and dis- 
agreeable odor, while methyl chloride has only a 
slight and not unpleasant odor. Hence, the 
greater hazard from the methyl chloride in case 
a leak in a refrigeration system occurs. , 

Most of the accidents reported have been in 
Chicago and have been in connection with multi- 
ple refrigeration systems where the gas has been 
forced to a number of refrigerators. On the 
other hand the majority of individual household 
refrigerators which are electric driven utilize sul- 
phur dioxide. 

Inasmuch as the use of methyl chloride con- 
stitutes the real danger it is reasonable to sup- 
pose that steps will be taken either to substitute 
gases readily detectable by their odors for the 
methyl chloride used or to add to the methyl 
chloride some other gas which will be readily 
detectable in case of a leak. It is not logical to 
assume that refrigeration systems can be so per- 
fected as absolutely to preclude the possibility 
of leakage. 





MISCELLANEOUS 


MISCELLANEOUS 


MINNESOTA STATE MEDICAL ASSOCIATION 
POST GRADUATE EXTENSION COURSES 


N. O. Pearce, M.D., Chairman, 
Committee on Hospitals and Medical Education 


Various state and county medical societies through- 
out the United States have awakened to the necessity 
of the society as an organization developing definite 
programs of graduate instruction for its members. The 
virtue of a well-planned, systematized program on any 
phase of medical education, presented to society mem- 
bers by competent men who have the ability as teach- 
ers, is now recognized as the best means of keeping the 
membership informed, and undoubtedly raises the plane 
of the medical practice in the community. 

It has now become a settled part of the program of 
the Minnesota State Medical Association and the Med- 
ical School of the University of Minnesota to codper- 
ate in organizing and administering short courses of 
postgraduate instruction in the several medical and sur- 
gical branches for the benefit of general practitioners. 

The University of Minnesota Medical School, 
through the administrative agency of the General Ex- 
tension Division, has for some years conducted short 
postgraduate courses of from three days to two weeks 
on its own campus. Large numbers of the profession 
attend these courses yearly and we are confident that 
they are the best form of review work available for 
the general practitioner. 

However, for the benefit of those who are unable to 
come to the University to take advantage of these 
courses, the Medical School and the State Medical As- 
sociation are now offering the component county or- 
ganizations of the State Medical Association an op- 
portunity of having at home postgraduate courses as 
a regular part of their year’s educational program. 
These courses are a proven success in Minnesota. 
They are now so well organized, under the administra- 
tion of the Extension Division of the University of 
Minnesota, and the plan so perfected that we are pre- 
pared to offer an excellent program at a minimum cost. 
Many county societies are now organized for the fall 
courses. This is an ideal time of the year and all 
groups who contemplate any educational program this 
year should be getting under way. 


GENERAL PLAN 


The plan of operation contains the following features. 
All plans, however, are subject to alteration to suit the 
needs of local organizations. 

1. Ordinarily the courses are organized and con- 
ducted through the Committee on Hospital and Medi- 
cal Education of the local medical society where such 
committees have been appointed; and where such com- 
mittees have not been appointed, they should be ap- 
pointed at once. Where it is now practical to organize 
a course under the auspices of the local society, any 
group of physicians, who are members of the state as- 
sociation, may organize themselves accordng to the 
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same plan as outlined for the county society. One man 
should be selected as secretary or local manager; he 
should conduct the correspondence and make all local 
arrangements. 

2. The courses are planned to meet one day each 
week for as many weeks as the class may elect. The 
time is to be occupied either with morning clinics and 
afternoon lectures, or afternoon clinics with evening 
lectures. Normally each clinician may be expected to 
hold a clinic occupying from one to two hours, and 
to deliver a lecture or lantern slide demonstration oc- 
cupying about the same time. Either one or two sub- 
jects and lectures may be had for each meeting. 

3. It is not desirable to plan for less than an eight- 
week program, which would mean sixteen subjects 
with two lecturers, or eight subjects with one. The 
class may exercise the privilege of selecting subjects 
and instructors from the list prepared by the Univer- 
sity. Should there be some local man who is desired 
for some subject on the program, this can be readily 
arranged. 

4. The cost of each course can be approximately 
computed by ascertaining the round trip railroad fare 
and ordinary traveling and living expenses from the 
home of each instructor selected, adding a slight over- 
head for the administrative work of the Extension Di- 
vision. The instructor may come by train, bus, or his 
own automobile, but the expense is figured on the basis 
of the railroad fare. It is understood that the in- 
structor serves without compensation. 

5. If the course can be arranged for two adjacent 
centers on consecutive days with the same subjects, the 
cost will be considerably reduced. 

6. It is the duty of the local center to provide a 
place for the clinics and lectures, and to see that the 
necessary clinical material is provided. The responsi- 
bility for furnishing the necessary clinical material is 
on the local center. Directions will be sent setting 
forth clearly the preparatory work that is expected on 
patients before they are presented for the clinic. When 
a stereopticon is needed, the local center is expected 
to provide it. 

7. When the local committee has decided upon the 
number of days and subjects, and has completed regis- 
tration for the class, the committee may select the day 
of the week, and the hour at which they wish the 
clinic or lecture to commence. It is advisable that ar- 
rangements be made so that the instructor will be on 
the ground at least two hours before the time for the 
clinic so that he may go over the cases with the local 
men before attempting to present them to the class. 
Plans should always be made with an eye to the arrival 
and departure of trains. 

8. A printed list of instructors, with a very brief 
outline of the subjects to be presented, will be mailed 
on request. 

9. As soon as the subjects for the course have been 
selected, the local committee should forward the list 
to the Extension Division of the University of Minne- 
sota, indicating first, second, and third choice, and the 
exact cost of the course will be computed. Upon re- 
ceipt of this, the local committee should collect the 
required amount from the class and send it in to the 
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Extension Division. Payment in full is expected be- 
fore the course begins. All checks should be made 
payable to the University of Minnesota. 

10. If a conservative or sequential course on one 
general subject by one man is desired, it is probable 
that it can be furnished. Special arrangements should 
be made for this form of course through the Exten- 
sion Division of the University. Correspondence with 
the committee is invited on subjects not listed in this 
circular. 

11. Material for county or sectional medical society 
programs may be selected from this list and arranged 
through the Extension Division. 

12. All correspondence relative to the organization 
of these courses should be directed to Mr. T. A. H. 
Teeter, acting director of the Extension Division of 
the University of Minnesota. 

All inquiries relative to instructors or subjects 
should be directed to Dr. N. O. Pearce, 823 Nicollet 
Avenue, Minneapolis, Minnesota. 





POST GRADUATE COURSES IN 
TUBERCULOSIS 


Six one-day post graduate courses in tuberculosis for 
Minnesota physicians have been announced by the Min- 
nesota State Medical Association, various district sana- 
toria, and the Minnesota Public Health Association, to 
be held during October and November. 

The short courses, part of the extension educational 
program of the medical society, and the Christmas 
seal work in the state, will take place: October 24, Po- 
kegama sanatorium, Pine City; October 29, Ottertail 
County sanatorium will codperate with Fair Oaks 
Lodge sanatorium, at Wadena; October 30, Sand 
Beach sanatorium, Lake Park; October 31, Sunnyrest 
sanatorium, Crookston; November 8, Southwestern 
Minnesota sanatorium, Worthington; and November 
13, state sanatorium, Walker. 

The success of similar previous courses held last 
year warranted the extension of the plan. 

Discussion of recent progress in the treatment of tu- 
berculosis will be included in the general program. The 
courses will offer lectures on gastro-intestinal tuber- 
culosis, management of tuberculosis, the disease in 
children, sanatorium care and management, x-ray diag- 
nosis, and chest surgery. Afternoon programs will 
consist of case examinations and clinical demonstra- 
tions. 

A number of Minnesota physicians are to take part 
in the program. They will include: Dr. J. A. Myers, 
chief of chest clinic, University of Minnesota, and 
medical director of Lymanhurst School for Tubercu- 
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lous Children, Minneapolis; Dr. C. B. Wright, asso- 
ciate professor preventive medicine, University o/ Min. 
nesota; Dr. H. A. Burns, superintendent of th« state 
sanatorium, Ah Gwah Ching; Dr. Arnold Anerson, 
executive secretary, Tuberculosis Division, State Board 
of Control; Dr. H. L. Taylor, past president, Nation- 
al Tuberculosis Association; Dr. L. G. Rigler, chief of 
department of roentgenology, University of Minnesota; 
Dr. George Earl, chairman of the health education 
committee of the state medical association; Drs. F. F. 
Callahan, R. G. Allison, and E. K. Geer, members of 
the staff of Pokegama sanatorium; Dr. S. A. Slater, 
superintendent, and Dr. L. A. Jordan, assistant super- 
intendent, Southwestern Minnesota sanatorium, \\ orth- 
ington; Dr. W. S. Broker, superintendent, Ottertail 
County sanatorium, Battle Lake; Dr. L. H. Flancher, 
superintendent, Sand Beach sanatorium, Lake Park; 
Dr. W. G. Paradis, superintendent, Sunnyrest sanato- 
rium, Crookston; Dr. W. A. O’Brien, associate proies- 
sor of pathology, University of Minnesota; Dr. Fred 
Kumm, superintendent Fair Oaks Lodge sanatorium, 
Wadena. 

Minnesota physicians desiring to register for any 
one of the courses are urged to enroll with the Min- 
nesota Public Health Association, 11 West Summit 
Avenue, St. Paul, Minnesota. 

The state Christmas seal organization is also arrang- 
ing public health meetings and institutes in conjunction 
with the series of courses. 





EDUCATIONAL EXHIBIT—CANCER 
INSTITUTE 


The Cancer Institute, University Hospitals, Univer- 
sity of Minnesota, will conduct an educational exhibit 
during the meetings of the American Public Health 
Association which will be of interest to both the pro- 
fession and the laity. This exhibit will include dem- 
onstration of various methods of applying radium to 
the body, daily demonstrations, 3 to 5 p. m., of the 
measurement of radium radiation by the electroscope, 
shown by Dr. W. K. Stenstrom and his associate physi- 
cists; and daily demonstrations, 10 to 12 a. m., of the 
appearance of cancer under the microscope, by Dr. 
W. A. O’Brien. The Canti film will be demonstrated by 
Dr. A. C. Strachauer, Director of the Cancer Institute. 

The American Society for the Control of Cancer, 
New York, will demonstrate their educational campaign 
methods which are addressed particularly to the public. 
Dr. C. C. Little, former president of the University of 
Michigan, but recently elected Managing Director of the 
Society, will attend the meetings and will be the guest 
of Dr. Strachauer. 
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Dr. John O. Taft of Minneapolis returned home in 
September from a four months’ visit in Europe. 


Dr. J. P. Schneider of Minneapolis with his family 
is spending a year on the Pacific Coast. He is at 
present living in Hollywood, California. 


Miss Anne Elizabeth White, daughter of Dr. and 
Mrs. S. Marx White of Minneapolis, and Herbert Wil- 
son Rogers of Minneapolis were married at the home 
of Dr. and Mrs. White, September 14. 


Dr. C. W. Froats of the More Hospital, Eveleth, 
Minnesota, has been awarded a fellowship in obstetrics 
and gynecology at the University of Minnesota, service 
to begin October 1, 1929, at the Ancker Hospital, Saint 
Paul. 


Dr. Robert A. Strong, editor of the International 
Medical Digest, has been appointed professor of pedi- 
atrics and head of the department of pediatrics of 
Tulane University School of Medicine, New Orleans, 
Louisiana. 


Dr. C. C. Chatterton and Dr. W. H. Von Der Weyer 
of Saint Paul moved their offices to 746 Lowry Med- 
ical Arts Building from the Moore block, September 1. 
They will continue the practice of orthopedics in their 
new location. 


Dr. C. C. Tyrrell of Minneapolis, who has been in the 
West since January, has returned and resumed his prac- 
tice in Northeast Minneapolis. Dr. Tyrrell is one of 
the oldest in point of service of the physicians in his 
part of the city. 


Among Minneapolis physicians and their wives who 
have returned from a summer spent in the medical 
centers of Europe are Dr. and Mrs. Arthur E. Smith, 
Dr. and Mrs. James A. Johnson, Dr. and Mrs. F. G. 
Benn, and Dr. and Mrs. Louis R. Koller. 


Dr. Dexter Lufkin of Saint Paul, who recently com- 
pleted his internship at Ancker hospital, has been named 
assistant superintendent of the Kula sanitarium at the 
island of Maui, Hawaii. Dr. Lufkin sailed from Van- 
couver in September to assume his duties at the sani- 
tarium, 


The wedding of Dr. Joseph Hume Taylor of Min- 
neapolis to Miss Constance Van Camp Whitney, daugh- 
ter of Dr. and Mrs. Arthur W. Whitney of Saint Paul, 
took place in Saint Paul, August 18, 1929. Dr. and 
Mrs. Taylor are now at home at the Oak Grove Hotel, 
Minneapolis. 


Dr. and Mrs. Leo J. Madsen of Santa Monica, Cali- 
fornia, are the parents of a baby son, Leo Madsen, Jr., 
born August 21, 1929. Dr. and Mrs. Madsen were 
formerly residents of Minneapolis and Rochester, Min- 


nesota, where Dr. Madsen was associated with the 
Mayo Clinic. 


Dr. Earle T. Dewey of Little Falls and Miss Mar- 
garet Mary Bloom of Minneapolis were married in 
August. Dr, and Mrs. Dewey will make their home 
in Palo Alto, California, where Dr. Dewey will be a 
member of the faculty of the medical school of Le- 
land Stanford university. 


Dr. W. A. Colton, formerly clinical director of the 
United States Veterans’ Bureau Hospital at Castle 
Point, N. Y., has become the clinical director of the 
Veterans’ Bureau Hospital at Fort Snelling. Dr. Col- 
ton succeeds Dr. Charles E. Hughes, who is now lo- 
cated in Maywood, Illinois. 


Miss Helen Norris of Minneapolis, sister of Dr. 
E. H. Norris, Saint Paul, has been appointed secretary 
of the Hennepin County Medical Society and will have 
charge of the society’s library. Miss Norris is a grad- 
uate of the University of Minnesota and the Library 
School, Albany, New York. 


Dr. Fred L. Adair of Minneapolis, who has been a 
faculty member of the medical school of the Univer- 
sity of Minnesota since 1904, has resigned his position 
as professor of obstetrics and gynecology to accept a 
similar position with the University of Chicago. Dr. 
Adair assumes his new position October 1. 


An item of interest to Hennepin county physicians 
appeared in the column headed “Fifty Years Ago To- 
day” in the September 10 issue of the Minneapolis 
Journal as follows: “Physicians and surgeons of Hen- 
nepin county are to meet next week to organize a 
medical association. Dr. S. F. Hance is slated for the 
presidency of the new group. Medical men of the 
county who are directing the organization work in- 
clude: Dr. Calvin G. Goodrich, Dr. F. A. Dunsmoor, 
Dr. H. H. Kimball, Dr. G. A. Lamb and Dr. C. W. 
Myers.” 


A conference school on an inactive duty basis with- 
out pay is to be established at Rochester, Minnesota, 
for medical reserve officers from November 4 to No- 
vember 17. This school will be under the direction of 
the Surgeon of the Seventh Corps Area and his as- 
sistants. The school will cover subjects such as are 
given at the summer training camps at Fort Snelling. 
The conferences will begin at 1:00 o’clock in the after- 
noon and occupy the afternoon and evening to cover 
the work. Each period will be occupied by a reserve 
officer giving his conference subject, after which the 
subject will be discussed. 

This school is given for the purpose of training re- 
serve officers who are not able to attend the summer 
camps and wish to get the required number of hours 
in their grade during their period of appointment. 
Ninety-eight hours of credit will be given for the 
course. 

Anyone interested should communicate with Colonel 
L. B. Wilson, Mayo Foundation, Rochester, Minn. 
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Our Newspaper Service 


We are viewed by Minnesota weeklies as follows: 


PRINTING PROPAGANDA 


“An exchange prides itself on never using as news the bulletins sent out by the Minnesota 
State Medical Association. The bulletins carry concealed advertising, is the reason. Also M.D.’s 
don’t advertise. 


“Every exchange reaching the Pilot carries news stories sent from various sources which con- 
tain advertising. Bulletins from the Highway News perhaps lead all others. In nearly every story 
is concealed propaganda—advertising. Much news is contained in the bulletins.’ Still the fact re- 
mains that they are propaganda. 


“Right now the state fair is getting three columns of free advertising to every one paid for in 
country newspapers. The farm bureau has a weekly free booster story. The Ten Thousand 
Lakes outfit gets its advertising printed free—in Minnesota weeklies. Last week in over 25 ex- 
changes ran the story of how Sears Roebuck was sponsoring a canning contest. Probably not one 
of the exchanges mentioned has failed to take a crack at the big mail order outfit when opportunity 
offered and not one but has suffered, at least indirectly, by the catalogue competition. Still they 
all placed Sears Roebuck in a philanthropic light—-free—because the copy came to them already 
written. ; 


“The Pilot often prints as news the Medical Association’s bulletins. That it helps the M.D.’s, 
who do not advertise, is not considered at all. The cheap, obnoxious patent medicine advertise- 
ments that many of us poorer country weeklies and cheap magazines are compelled to print, and 
which many larger papers desire, are enough to drive reputable doctors from advertising columns. 


Then, too, daily papers find it lucrative to buy a doctor’s advice through a syndicate; the associa- 
tion is free.” 


PROFESSIONAL ETHICs Is A FUNNY THING, Isn’t IT? 


“Physicians and surgeons, for instance, do not ‘advertise.’ That is, they do not run even 
cards, in a great many newspapers giving information that the public might and does want, location 
of office, telephone numbers and other information that would be of great importance in case of 
an emergency, for instance. Such ‘advertising’ is unethical, whatever that may mean in that case. 


“But the Minnesota State Medical Association maintains a press bureau, which regularly 
sends out bulletins to the press, giving certain symptoms of divers diseases, and almost invariably 
advising that anyone having those symptoms should posthaste call the family physician, and al- 
ways weaving into the story somewhere that this information is given out by the State Medical 
Association. 


“Of course, that is not ‘advertising,’ because its publication is not to be paid for—but other- 
wise why maintain the publicity staff and office? The printing or mimeographing must be paid 
for, the paper and envelopes used and the postage and undoubtedly the writers of the propaganda, 
for that is what it is; but it would be unethical to carry legitimate advertising in newspapers and 
periodicals. 


“Tt’s too deep for me, I give it up.” 





-sota 
.D.’s 


con- 
tory 
. Te- 


rin 





REPORTS AND ANNOUNCEMENTS OF SOCIETIES 617 


REPORTS AND ANNOUNCE- 
MENTS OF SOCIETIES 


MINNESOTA MEDICAL ALUMNI ASSOCIATION 


A homecoming program is being arranged for the 
members of the Minnesota Alumni Association be- 
ginning Friday, November 15, 1929, the day before the 
Homecoming football game with the University of 
Michigan. 

A scientific program to be held in the Eustis Me- 
morial Auditorium on Friday will include papers, each 
to be a half hour in length with no discussion, by the 
following men: From the University, Drs. Leo Rigler, 
Owen Wangensteen, J. C. Litzenberg, S. E. Sweitzer, 
Emil Geist and Frank Burch; from Saint Paul, Drs. 
W. R. Shannon and E. M. Hammes; from Minneapolis, 
Dr. G. D. Head; from Duluth, Dr. E. L. Tuohy; from 
Rochester, Dr. W. F. Braasch. Dr. Jay Durand, Min- 
nesota alumnus from Seattle, and Dr. Otto Folin, Min- 
nesota alumnus at Harvard medical school, will also 
be present. 

A luncheon will be served at the University Hos- 
pital at noon Friday. There will be a dinner in the 
evening with entertainment. 

Saturday morning will be devoted to a business 
session at the medical school, followed by a luncheon 
and attendance at the Michigan-Minnesota football 
game. 

Every alumnus of the University of Minnesota med- 
ical school is urged to attend. Plans are being made 
for as good if not a better get-together than was 
held last year, according to an announcement by the 
president, Dr. Oswald Wyatt. 





AMERICAN COLLEGE OF SURGEONS 


The American College of Surgeons will hold its 
nineteenth annual Clinical Congress in Chicago, Octo- 
ber 14-18. Headquarters will be at the Stevens Hotel. 
An intensive program is being planned to make this 
home-coming event the greatest in the history of the 
College. 

The Hospital Standardization Conference will con- 
sist of morning and afternoon sessions on Monday to 
Thursday inclusive. There will be a series of clinical 
demonstrations given by: George W. Crile, Cleveland; 
John B. Deaver, Philadelphia; John M. T. Finney, 
Baltimore; Charles H. Mayo, Rochester, and others. 

Monday evening’s program will include an address 
of welcome by the Chairman of the Chicago Commit- 
tee on Arrangements, Dr. Herman L. Kretschmer, the 
address of the retiring President, Dr. Franklin H. 
Martin, Chicago, the inaugural address of the new 
President, Major-General Merritte W. Ireland, Wash- 
ington, D. C., and the John B. Murphy Oration in Sur- 
gery by Professor D. P. W. Wilkie of Edinburgh. 
Among the foreign visitors will be: Dr. James Hey- 
man of Stockholm, Dr. Thierry de Martel of Paris, 
Visconte Aguilar of Madrid, and Mr. Herbert Tilley 
of London. Tuesday, Wednesday and Thursday eve- 


ning sessions will consist of scientific papers presented 
by surgeons from the United States, Canada and from 
abroad. The Annual Convocation of the College will 
be held on Friday evening. 

The Fellowship Address will be delivered by Dr. 
Glenn Frank, President of the University of Wiscon- 
sin. The annual meeting of the Governors and Fel- 
lows will be held Thursday afternoon followed by a 
symposium on cancer and bone sarcoma. An all day 
session on Traumatic Surgery will be held on Friday 
in which leaders in industry, labor, indemnity organi- 
zations and the medical profession will participate. 
A special program has been arranged that will be of 
interest to those whose practice is limited to surgery 
of the eye, ear, nose and throat. 

A feature of the Congress will be the showing of 
surgical films that have been produced under the su- 
pervision and approved by the Board on Medical Mo- 
tion Pictures of the College. New developments in 
color photography will be demonstrated. 

In addition to the commercial exhibits, there will be 
scientific exhibits by the departments of the College. 

A rate of one and one-half the regular one way fare 
has been granted on railroads of the United States and 
Canada to those holding convention certificates. 





ST. LOUIS COUNTY MEDICAL SOCIETY 


The regular summer range meeting and outing of 
the St. Louis County Medical Society was held this 
year on Saturday, August 17, at Lake Esquagama. 
About forty members, with their wives and families, 
were in attendance. 

During the day a golf tournament was held, Dr. 
Charles B. Lenont, of Virginia, acting as Master of 
Ceremonies. Dr. C. N. McCloud was awarded first prize. 
At the scientific meeting, Dr. B. S. Adams, of Hibbing, 
Vice President, presided. Interesting papers were pre- 
sented by Dr. E. E. Kidder, of Hibbing, on “A Case of 
Barbital Poisoning,” and by Dr. F. McK. Ruby, of 
Hibbing, on “Eye Injuries.” These papers were dis- 
cussed by Doctors Tuohy, Boyer, Sherer and others. 

Dinner was served at seven o’clock, after which short 
addresses were made by Dr. S. H. Boyer, President- 
elect, and Dr. J. T. Christison, President of the State 
Association. Dr. E. L. Tuohy, President of the So- 
ciety, presided at the dinner. Dancing followed. 





LYON-LINCOLN COUNTY MEDICAL SOCIETY 


The following officers were elected September third 
for the Lyon-Lincoln County Medical Society: 

President, P. E. Hermanson, Hendricks; vice presi- 
dent, W. W. Yaeger, Ivanhoe;  secretary-treasurer, 


’H. M. Workman, Tracy; delegate to Minnesota State 


Medical Association, E. T. Sanderson, Minneota; alter- 
nate, A. L. Vadheim, Tyler; censor, B. C. Ford, Mar- 
shall. 

It was voted to hold another Clinical Course of six 
lectures beginning Tuesday, October 1, 1929. Meet- 
ings are to be held at Marshall. 

H. M. Workman, M.D., 
Secretary. 
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. Question—Which one of the children can give 
permission for an autopsy on their mother? The 
husband is deceased. Is it necessary to get the 
oldest son or daughter to make it legal? 
Answer.—We have not been able to find any ruling 
on the subject of permission for autopsies. Ev- 
eryone has assumed that the body should be 
classed with the rest of the property. It becomes 
an estate as soon as the individual ceases to 
breathe. Under Probate Court rules, the nearest 
legal survivor has disposition of the property. 
The court informs us that they have never had 
the question of who has charge of the body come 
up. It seems safe to get the nearest legal sur- 
vivor or survivors to sign the permission. If 
there is more than one child, all share equally 
and all should be asked permission for the ex- 
amination, if this is possible. Sometimes, exam- 
inations are done with the consent of one child 
if he assures the physician that his brothers and 
sisters are agreeable. Permission from the par- 
ents of the deceased husband or wife is appar- 
ently not legal as the offspring are the nearest 
legal relatives. This point is being settled in the 
courts of another state at the present time. 


2. Question—I have a patient, 72 years old, who has 


hypertension. He injured his right foot two 
months ago. The traumatized tissues have never 
healed and are now showing gangrenous changes 
There is a fair amount of pain and swelling in 
the foot, but the patient is able to be up and 
about. What is the best treatment? 


Answer—yYour patient is probably suffering with 
arteriosclerotic gangrene. The urine should be 
carefully examined for sugar as a considerable 
number are associated with diabetes (diabetic 
gangrene). Before any treatment is prescribed, 
it is advisable to try for pulsation in the dor- 
salis pedis artery. X-ray examination of the 
legs will also give you some idea of the extent 
of the sclerosis of the vessels. In advanced scle- 
rotic subjects, the vessels can be seen very plain- 
ly. In others, only an occasional bead may be 
distinguished. The circulation may also be test- 
ed with an oscillometer and with the rate of 
absorption of saline solution injected intrader- 
mally. Both legs should be tested in the same 
way. If there is a fair blood flow, expectant 
treatment may be tried. The patient should be 
kept in bed and the foot elevated. Dry heat is 
applied by putting a light in a wire basket and 
covering with a blanket. If the condition docs 
not improve, amputation in the middle of the 
thigh should be considered. 


3. Question—A. B., male, aged 62, came to me not 


long ago complaining of pain in the jaw, ear, and 
side of the face. He has a firm, painful area 
between the side of the tongue and the pillar of 
the tonsillar fossa. This has been present for 
several months. I suspect malignancy. What is 
the best way to confirm my impression and what 
is the treatment? 





a 


Answer.—Biopsy should be taken from the aficcted 
region in the tongue or the tonsillar pillar. A 
vertical slice of fair size should be taken. If 
local anesthesia is used, do not inject too near 
the tumor because of the danger of transplanting 
malignant cells. Very often, if a very sharp 
knife or razor blade is used, ‘it is not necessary 
to use any anesthetic. If the condition proves 
to be a squamous carcinoma, probably the best 
form of treatment is local radiation with resec- 
tion of the region which drains this part of the 
mouth. Radium is best used in the form of 
needles containing radium emanation which may 
be planted in the lesion. The dissection of the 
neck should include the glands, both salivary and 
lymphatic, and probably the muscles, superficial 
veins, and some of the neryes. The chances for 
cure in such lesions depend upon the ability to 
destroy the local growth and to prevent the 
spread to the surrounding parts. Very few ma- 
lignant tumors in this region metastasize to dis- 
tant parts of the body. Unfavorable results are 
usually due to inability to swallow, pain, toxemia, 
and aspiration of material into the lungs. Death 
usually occurs from cachexia or pneumonia. 


4. Question ——What is the best method of making an 


early diagnosis of carcinoma of the stomach? 


Are there any pathognomonic signs of an early 
lesion? 


Answer—In the absence of obstruction which pro- 

duces vomiting and weight loss, there are no 
early signs or symptoms by which a lesion can 
be diagnosed without an x-ray examination. 
Many people in middle and late life come to a 
physician with a story of stomach trouble. There 
are so many things which can cause this that a 
physician is often in a quandary as to the best 
best method of handling the complaint. He does 
not want to order expensive x-ray studies unless 
there is a clear-cut indication. It would seem 
advisable if we wish to make a diagnosis of car- 
cinoma of the stomach in the early stages to have 
some means of separating gastric complaint pa- 
tients into groups. Perhaps a gastric expression 
with a careful search for free hydrochloric acid 
should be the dividing line. All patients who 
have gastric complaints which are not due to 
gall-bladder, heart, or other disease should have 
a gastric expression done. All showing absence 
of free hydrochloric acid should have an x-ray 
study made. This will not get all the suspects as 
a considerable number of carcinomas of the stom- 
ach show some acid. X-ray examination should 
include both a fluoroscopic and plate study. If 
positive for malignancy, an attempt should be 
made to find metastasis. Examination of the 
rectum for transplants in the cul-de-sac and the 
palpation of the left supraclavicular space for 
Virchow’s node should be routine procedures. 
Biopsy of an enlarged node in this region is also 
helpful. Involvement of the liver. is often sus- 
pected when jaundice is present. 
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Abstracts to be submitted to Section Supervisors. 





Members are urged to abstract valuable articles which 
they run across in their reading and send the abstracts 
to the physicians in charge of the respective sections. In 
order to avoid duplication it would be well to communi- 
cate with one of the section supervisors before the 
article is abstracted. 
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END-RESULTS OF TRANSPLANTATION OF 
THE URETER: Charles Morgan McKenna, M.D. 
(Surg. Gynec. & Obstet., Vol. XLIX, No. 2, Aug., 1929, 
174-180). The author in mentioning the literature re- 
view of this work lauds the work and perfection of a 
satisfactory technic of ureteral transplantation by 
Charles Mayo, Coffey, Lower, Franklin Martin, Styles, 
Fowler, and Peters. But at the same time he deplores 
the fact that the pathology, bacteriology, and kidney 
function studies on these cases have been neglected. 

Cases to be benefitted by this operation are exstrophy 
of the bladder, and although surgeons have favored 
nonoperative measures for bladder cancers in the past 
he believes that in the future ureteral transplantation 
will become more popular in early cancer cases. 

The author began a series of experiments in Octo- 
ber, 1925, to study the end-results of ureteral trans- 
plantation with special reference to the kidney func- 
tion, pathology, and bacteriology. Statistics were com- 
piled and analyzed from operations performed on 14 
dogs and 1 human being with the Coffey technic as the 
operation of choice. 

The first few operations were failures due to a faulty 
step in the technic, that is—having too much tension 
on the ureter, and the dogs died a short time postop- 
eratively because of a suppuration at the site of the im- 
plantation, with a resulting general peritonitis and acute 
pyelitis. After this fault was corrected good operative 
results were obtained and studies made over a one- to 
two-year period. 

Only one ureter was transplanted in each dog, the 
other side being used for a control. 

In one case the ureter was isolated, a longitudinal 
incision made and the abdomen closed without drain- 
age in order to determine if a ureter would heal spon- 
taneously. It did not heal and the animal died from 
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a generalized infection involving the peritoneum, pleura, 
ureter, kidneys and bladder. 

In several cases the transplants were made in the 
bladder and in each instance a hydro-ureter was found 
at autopsy due to a constriction at the site of anasto- 
mosis, proving that the bladder does not have the same 
valve-like mechanism as the bowel and that the latter 
is the operation of choice. 

One year or more postoperatively the dogs were re- 
operated upon, function tests and urine cultures made, 
anesthetized and autopsied. The following findings 
were practically uniform in each case. 

_ 1. Kidney function—The dye appearance time and 
concentration was the same on both sides and within 
normal limits. 

2. Urine cultures——Negative in all cases with one ex- 
ception. In this case a bladder transplant had been 
performed and colon baccilus recovered. 

3. Pathology.— 

a. Kidneys. The operated side was the same size or 
slightly smaller than the control and with some scarring 
at the upper and lower poles. 

b. Ureter and pelvis of normal size and the anasto- 
mosis well healed with some thickening. 

The case report given on the human was one of the 
ureter transplant in the bladder because of a uretero- 
vaginal fistula caused by trauma during a pelvic opera- 
tion 6 months previous. The patient made an unevent- 
ful recovery, with splendid results. 

AUTHOR’S CONCLUSION 

The Coffey technic is the most suitable operation. 

More attention should be paid with regard to kidney 
function, bacteriology, and pathology. 

Ureteral transplants into the large bowel is the only 
satisfactory operation for exstrophy of the bladder and 
should be used more in early cases of cancer involving 
the bladder. 

Avoidance of hydro-ureter should be more guarded 
against than ascending infections and that a suitable 
technic with reference to the muscularis and mucosa 
of the bowel will overcome this hazard. 

L. C. Tuomas, M.D. 





SURGERY OF THE ESOPHAGUS: James H. 
Saint, M.D. (Arch. of Surg., Vol. 19, No. 1, July, 1929, 
p. 53). The article furnishes a splendid review of the 
literature, giving the present status of more important 
surgical procedures on pathological conditions of the 
esophagus. 

Factors which have hindered progress in this field 
have been manifold, the anatomy of this structure 
being not the least. ° 

1. Inaccessibility. 

2. It possesses no serous coat to react to trau- 
matic irritation and in in healing. 

3. The submucous and muscular coats cut easily 
with suture. 

4. It has a relatively poor blood supply. 

5. Post-operative injection. 

6. Danger of shock from interference with vagi. 

7. Presence of the diaphragm. 

Most men are agreed that operations on the esopha- 
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gus by the posterior mediastinal route are best ap- 
proached on the right for operations in the region of 
the hilum, and on the left for the lower thoracic por- 
tion of the esophagus. All lesions in the esophagus 
have a tendency to narrow the lumen. 

1. In the lumen—Foreign bodies and tumors. 

2. In the wall—Cardiospasm, congenital stricture or 
stricture from injury or inflammation. 

3. Outside the wall—Tumors, diverticula, aneurysm, 
enlarged lymph nodes and abscesses. 

A variety of esophagoplastic operations have been 
attempted, using parts or the whole of the stomach, the 
jejunum, the colon, etc., in the endeavor to get a tube 
lined by mucous membrane and preserve peristalsis. 
The author feels that provided gastrostomy proves in- 
efficient and brings unbearable discomfort on the pa- 
tient, then antethoracic esophagoplasty is justifiable 
with the risks understood by all concerned. Regular 
and systematic dilatation of impermeable esophageal 
stricture would reduce radical surgical procedures to a 
minimum. 

Concerning carcinoma of the esophagus: Because of 
the anatomic relationships, the highly malignant nature 
(90 per cent on Broders classification being graded 
3-4 on a basis of 4), frequent metastasis, danger of 
infection, mutilation and shock, surgical removal can- 
not be expected to give any degree of success. 

Diverticula of the esophagus (so-called) have been 
definitely proved to be pharyngeal. Although the two- 
stage method is more popular, the one-stage still has 
its advocates. Summarizing: The two-stage operation 
can be done with so little risk that it has been adopted 
practically universally. Van den Wildenberg has in- 
troduced sacculopexy as the first stage in two-stage 
removal. Statistics show that though ideal from a tech- 
nical standpoint, the one-stage method means unneces- 
sary risk. Sacculopexy by its simplicity, absence of 
risk of sepsis and because of results already obtained 
seems likely to become more popular as time goes on. 

CuHartes W. Mayo, M.D. 
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ANILINE AND NITROBENZENE POISONING 
IN INFANTS. Mendel Zeligs, M.D., Cincinnati 
(Arch. of Ped., August, 1929, Volume XLVI, No. 8). 
The use of aniline and its derivatives in dyes and inks 
has become widespread in recent years. Reports of 
aniline dye poisoning in infants are quite rare, probably 
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because young children do not. wear dyed shoes, but 
the menace of diapers and clothing, freshly stamped 
with laundry ink containing nitrobenzene or aniline, 
has not sufficiently been emphasized. Rayner reports 
a sudden onset of marked cyanosis in 17 infants, the 
cause of which puzzled the London profession for 
some months, until it was finally traced to the freshly 
stamped diapers. 

Ewer reported five infants, 16 days to 11 weeks old, 
poisoned by means of freshly stamped diapers. All 
developed cyanosis, but in two, who also had extensive 
furunculosis, and therefore absorbed more of the dye, 
there were symptoms of toxemia. These infants had 
shallow respiration and persistent vomiting. Drowsi- 
ness developed, then clonic convulsions which first in- 
volved one arm and then became generalized. All of 
the patients recovered. 

The chief symptoms of the poisoning are probably 
due to the formation of methemoglobin in the blood 
and the diminution of available oxygen resulting in 
partial asphyxia of the tissues. The blood when drawn 
is a characteristic chocolate brown color. Young and 
his collaborators believe that the chocolate brown color 
of the blood is due to the para-amidophenol and not 
to methemoglobin. 

It should be remembered that naphthalene, phenace- 
tin, antifebrin, acetanilid and other coal tar deriva- 
tives in large doses, or taken for long periods, may 
also give a similar clinical picture. 

The treatment consists in removing the dye-contain- 
ing clothing and washing the skin with ether, if it is 
discolored. Inhalation of oxygen containing 5 per cent 
CO: is indicated, as this stimulates respiration and aids 
the restoration of hemoglobin. 

The prognosis is good if the condition is discovered 
early and the dye is removed so that the dose absorbed 
is not too large. 

R. N. Anprews, M.D. 





PITUITARY LIQUID (SURGICAL) ARMOUR, 
PITUGLANDOL-ROCHE, PITUITARY EX- 
TRACT-LEDERLE 20 UNITS, PITUITARY 
EXTRACT-LILLY (SURGICAL), PITUITARY 
EXTRACT SURGICAL-MERRILL, SOLUTION 
PITUITARY EXTRACT SURGICAL-MULFORD, 
PITUITRIN “S” (SURGICAL) AND PITUI- 
TARY SOLUTION SURGICAL-WILSON OMIT- 
TED FROM N. N. R. 

The Council on Pharmacy and Chemistry reports 
that a reliable method of standardization for pituitary 
was made official in the tenth revision of the U. S. 
Pharmacopeia. While up to that time the Council had 
recognized solutions of pituitary of various strengths, 
when an exact standard had been made available, the 
Council decided that it was not in the interest of 
rational therapy to market strengths different from 
that of the pharmacopeial product. The Council there- 
fore has omitted all pituitary solutions differing from 
the pharmacopeial strength from New and Non-official 
Remedies, 1929. (Jour. A. M. A., August 17, 1929, 
p. 524.) 
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THE TREATMENT OF OTOSCLEROSIS. Sir 
Robert Woods. Jour. of Laryng. & Otol., 1929, 44, 372. 

The degree of irritation aroused by an infecting or- 
ganism determines the acuteness or chronicity of a 
pathologic process. This degree, further, depends upon 
the nature of the toxin excreted by the microbe and up- 
on the irritability of the tissues of the host. Inflamma- 
tion being a process which prevents the body from sum- 
mary destruction, a cure is sometimes retarded or ren- 
dered wholly impossible because of insufficient inflam- 
mation. Artificial excitation, therefore, as with a cau- 
tery, reproduces in a fashion, a sharp, acute inflamma- 
tion resulting often in the cure of a chronic condition. 
Other agents used for this purpose include innumerable 
chemicals, light, heat, cold, X-rays, and radium. 

As is well known, bony ankylosis of the joint sur- 
rounding the footplate of the stapes constitutes the 
immediate cause of deafness in otosclerosis. The cause 
is unknown, but it is highly probable that a micro6ér- 
ganism is responsible for this process. Assuming, there- 
fore, that the condition is an infection, a 15 per cent di- 
lution of tincture of iodine was employed as an intra- 
tympanic injection with the result that a lively, though 


not intolerable tympanic inflammation was produced. 
The apparatus used consists of a long straight needle 
into the end of which a smaller finer needle (as fine a 
gauge as procurable) has been soldered. The injection 
is made behind the malleus, and the desired amount of 
solution is injected from an ordinary medicine dropper 
which is inserted into the rubber-tubing attached to the 
large end of the needle. The drum vessels dilate and 
maximum pain develops in about one minute, after 
which there is slow subsidence for about fifteen min- 
utes, when it quite disappears. The reaction lasts 
several days, and in about two weeks no sign of it or 
of the puncture remains. 

The improvement in hearing in early cases has often 
been very great, but old cases receive little benefit or 
none at all. This applies, of course, to cases of unques- 
tioned otosclerosis in which the onset is slow, the drum 
is normal, inflation produces no improvement, the Rinne 
test is negative (or a low positive) and the lower tone 
limit is raised. 

More recently the tincture of iodine has been replaced 
by a one-tenth dilution of liquor iodi, B.P., the latter 
being more stable. Even so, solutions should be made 
fresh once a week. Injections must not be made more 
frequently than once in two weeks. Radium has also 
been employed for this purpose, using 8.5 to 10 milli- 
grams of element in platinum containers of 0.5 mm. and 
0.6 mm. thickness. Comparisons cannot as yet be made, 
but it would seem that in early cases iodine gives the 
better results, in old ones, radium. Early cases can best 
be recognized through loss of hearing for the lowest 
tuning-forks. No spectacular cures must be expected, 
but any improvement in so hopeless and intractable a 
condition should be welcomed. Such improvement as 
does not take place is usually permanent. 

Vircit J. SCcHWARTZz. 





ACRIFLAVINE HYDROCHLORIDE AND 
ACRIFLAVINE BASE 

When first used, acriflavine base was called “trypa- 
flavine” by Ehrlich. In England and in this country, 
however, the hydrochloride is commonly known as 
acriflavine, although the free base (which has also the 
designation “neutral” acriflavine) sometimes goes under 
the same name. Because the standards for these dyes 
which had been adopted by the Council on Pharmacy 
and Chemistry in 1919 had been found inadequate and 
because some American authors had asserted that the 
foreign product was superior to the domestic, the 
American Medical Association Chemical Laboratory 
undertook an extensive investigation of the composition 
of the dyes. As a result of the comparison of the 
various European and American brands of acriflavine 
hydrochloride and acriflavine base it is concluded that 


there is not sufficient difference in the purity to justify 
the statement that the foreign product is superior to 
the domestic, even though at times the brands differ 
in appearance. The work of the Laboratory empha- 
sized that a solution of acriflavine hydrochloride is dis- 
tinctly acid in character. Even a solution of acriflavine 
base imparted an acid reaction in the range of a Py 
from 3 to 5. Two years ago, after these investigations 
were started, the Council on Pharmacy and Chemistry 
adopted for New and Non-official Remedies the scien- 
tific name acriflavine hydrochloride, for the pro@uct 
generally known as acriflavine, and the scientific name 
acriflavine base for “neutral” acriflavine, and the com- 
pleted work of the Laboratory emphasizes the impor- 
tance of the adoption of these names by physicians in 
their prescriptions and their publications. (Jour. A. M. 
A., August 31, 1929, p. 695.) 
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REPORT MINNESOTA STATE BOARD OF MEDICAL 
EXAMINERS, JUNE, 1929 


NAME 


BY EXAMINATION 


ScHooL AND DATE oF GRADUATION ADDRESS 





Abramson, Milton 
Anderson, Herman Reynold 
Bergquist, Ehrling Lloyd 

Billings, Ralph Everett 


Univ. of Minn., M.B., 1928; M.D., 1929......General Hospital, Minneapolis 
. of Minn., M.B., 1929 2943 29th Ave. S., Minneapolis 

iv. of Minn., M.B., 1929 3236 Pillsbury Ave., Minneapolis 

iv. of Minn., M.B., 1928 University Hospital, Minneapolis 











Brady, John Philip 





Univ. of Mich., M.D., 1925 U.S. N. Recruiting Station, 





Brown, Milton G 


Federal Bldg., Minneapolis 
U. of Minn., M.B., 1926; M.D., 1927 Brainerd Clinic, Brainerd, Minn. 





Bunker, Paul Gordon 
Burke, Charles Francis 
Burns, Leo Sylvester 








U. of Minn., M.B., 1928 ; M.D., 1929 Miller Hospital, St. Paul, Minn 
Univ of Wis., M.D., 1927 Mayo Clinic, Rochester, Minn. 
Univ. of Minn., M.B., 1929 Graceville, Minnesota 








Corr, William Philip 





Decker, John G 








Rush, M.D., 1924 Mayo Clinic, Rochester, Minn. 
Univ. of Minn., M.B., 1929 Hackensack Hospital, Hackensack, 
New Jersey 





Drill, Herman Ernst 
Droegemueller, Edmund H 
Dukelow, Donald Arms 
Duncan, William 








Univ. of Minn., M.B., 1928 1400 Portland Av. S.,Minneapolis 
Rush, M.D., 1928 603 1st St. S.W.,Rochester, Minn. 
Univ. of Minn., M.B., 1929 Chas. T. Miller Hospital, St. Paul 
Univ. of Minn., M.B., 1928. General Hospital, Minneapolis 








Dunnavan, Floyd Leighton........................ U. of Minn. M.B., 1928; M.D., 1929...._...... 4908 Sunnyside Av., Minneapolis 


Dysterheft, Adolf F 
Erickson, Eskil 





Univ. of Minn., M.B., 1929 Glencoe, Minnesota 
Univ. of Minn., M.B., bong 603 Delaware St. S.E., Minneapolis 





Fritsche, Carl J 


Northwestern, M. B., 1929 New Ulm, Minnesota 





Gemmell, John Henry 





Univ. of Minn., MB:; ; M.D., 1928. Brainerd, Minnesota 





Gibbs, Edward Claude 
Giere, Ellis Karl 





Univ. of Minn., M.B., 1929..................-.-0-0----- Miller Hospital, St. Paul, Minn. 





Goldenberg, Julius IL 


Univ. of Minn., MB. 1929 329 Union St. S.E., Minneapolis 








Goldman, Theodore Isaac 


Univ. of Minn., M.B., 1929 913 Ashland Ave., St. Paul, Minn. 
U. of Minn., M.B., 1928; M.D., 1929_....._..... 530 6th Ave. N., Minneapolis, 





Greene, H. Harvey 
Hanson, Ernest Oliver 
Hauge, Malvin I. 
Hilleboe, Herman E 
Horwitz, Solomon Edward 

Johnson, Richard Melvin..................-.------ 


Johnson, William E 
Jorgenson, Harvey Leslie 
Keith, Haddow M 
Larson, Lester Eugene 
Lufkin, Charles Dexter. 
McCarthy, Joseph Justin 























Univ. of Minn., M.B., 1929 137 Robertson St., St. Paul, Minn. 

Univ. of Minn., M.B., 1929 Franklin, Minnesota 

Univ. of Minn., M.B., 1929 2504 11th Ave. S., Minneapolis 

Univ. of Minn., M.B., 1929__...................- St. Andrew’s Hosp., Minneapolis 

Univ. of Minn., M.B., 1928 1201 Humboldt N., Minneapolis 

U. of Minn., M.B., 1928; M.D., 1929. 2909 Franklin Terrace, 
Minneapolis, Minn. 

U. of Minn., M.B., 1928; M.D., 1929. 3718 Bryant Ave. S., Minneapolis 

Univ. of Minn., M.B., 1929 901 E. River Road, Minneapolis 

Univ. of Toronto, M.B., 1924 607 14th Ave. S.W., Rochester 

Univ. of Minn., M.B., 1929 901 E. River Road, Minneapolis 

a 617 Goodrich Ave., St. Paul 
St. Louis U. School of Med., M.D. , 1928....4412 West Lake Harriet Blvd., 
Minneapolis, Minn. 





Mattson, C. Henning 
Meade, John R 


Univ. of Minn., M.B., 1929 844 Charles St., St. Paul, Minn. 
Univ. of Minn., M.B., 1929 1049 Goodrich Ave., St. Paul 





Meyer, Alvin John 


Univ. of Minn., M.B., 1929 901 E. River Road, Minneapolis 





Michel, Henry H 
Miller, Samuel 





Univ. of Minn., M.B., 1929 2303 30th Ave. S., Minneapolis 
U. of Minn., M.B.,1928; M.D., 1929........... Medina, North Dakota 








Mueller, Selma Christine 
Nehring, Jesse Potter 


a ae ee | Rk |: sen Mayo Clinic, Rochester, Minn. 
Univ. of Minn., M.B., 1929 954 27th Ave. N.E., Minneapolis 





Nordman, Willard Fred 
Paradis, William G 





Univ. of Minn., M.B., 1929 901 E. River Road, Minneapolis 
U. of Minn., M.B., 1925; M.D., 1926 Sunnyrest Sanitarium, Crookston, 





Peck, Llewellyn R 


Minnesota 





Pennington, Reuben 


Univ. of Minn., M.B., 1929 Hastings, Minnesota 








Univ. of Minn., M.B., 1929 2831 Park Ave., Minneapolis 





Peterson, Nordahl 





Univ. of Minn., M.B., 1928 Swedish Hospital, Minneapolis 





Peterson, Walter Lee 
Quilling, Phillip A 
Rudie, Clifford N 





Univ. ., M.B., 3454 Penn Ave. N., Minneapolis 
Univ. inn., M. 4504 Grimes Ave. S., Minneapolis 
Univ. Mazeppa, Minnesota 





Seifert, Milton H 
Sherwood, J. Vincent 





Univ. of Minn., M. B., 1929 Northern Pacific Hospital, 
St. Paul, Minn. 
U. of Minn., M.B., 1928; M.D., 1929 2117 Laurel Ave., Minneapolis 





Skjold, Arthur C 


Univ. of Minn., M.B., 1929 Miller Hospital, St. Paul, Minn. 





Slocumb, Charles Henry. 
Smisek, Frank M 
Sorenson, Raymond 








Univ. of Minn., M.B., 1928 Plainview, Minnesota 
U. of Minn., M.B., 1928; M.D., 1929 1516 6th St. S.E., Minneapolis 
Northwestern, M.D., 1929 Stillwater, Minnesota 








Spano, Joseph Paul 








Thompson, Robert C. 


Univ. of Minn., M.B., 1929... eacceneoeed 647 Buchanan St. N.E., 
Minneapolis, Minn. 








Thoreson, Merle O 


Univ. of Minn., M.B., 1929_ Gorgas Hospital, Panama, 
Canal Zone 
Univ. of Minn., M.B., 1929. Ancker Hospital, St. Paul, Minn. 
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Tracy, Edward Joseph 








Trombley, Robert A 


Williams, Marland Reinhold..................... Univ. of Minn., M.B., 1929 
Wilson, James Valentine.........................-- Marquette, M.D., 1929 


Univ. of Minn., M.B., 1929 
Univ. of Minn., M.B., 1929. 


Fitzsimons General Hospital, 
Denver, Colorado 
St. Luke’s Hospital, 
Duluth, Minnesota 
Bethesda Hospital, St. Paul,Minn. 
St. Joseph’s Hospital, St. Paul 





BY RECIPROCITY 


Cummings, Damon Ward 
Ericson, Reinhold Milton 
Ghrist, David Garrison 
Sinamark, Andrew 








Univ. of Louisville, M.D., 1928 
Wash. Univ., M.D 
Harvard, M.D., 1925 
Univ. of Nebraska, M.D., 1917... Hibbing, Minnesota 


c/o Dr. L.P. Mayer, Hudson, Wis. 


., 1928 2615 Newton Ave. S., Minneauolis 





Mayo Clinic, Rochester, Minn. 








NEW AND NON-OFFICIAL 
REMEDIES 


The following articles have been accepted by the 
Council on Pharmacy and Chemistry: 
Appott LABORATOBIES 
Abbott’s Viosterol Cod Liver Oil 
C1pa Co., INc. 
Atoquinol-Ciba 
Vioform-Ciba 
Ext Litty & Co. 
Inhalant Ephedrine (Plain) -Lilly 
Hypodermic Tablets Ephedrine Hydrochloride-Lilly, 
0.016 Gm. (4% grain) 

Hypodermic Tablets Ephedrine Hydrochloride-Lilly, 
0.0325 Gm. (% grain) 

Hypodermic Tablets Epedrine Sulphate-Lilly, 
0.016 Gm. (% grain) 

Hypodermic Tablets Ephedrine Sulphate-Lilly, 
0.0325 Gm. (1% grain) 

Lilly’s Ephedrine Jelly 

Ointment Ephedrine Compound 

Syrup No. 110 Ephedrine Sulphate 

Syrup No. 111 Ephedrine Sulphate 
Meap JouHnson & Co. 

Mead’s Powdered Lactic Acid Milk, Non-Curdling 

No. 1 with Dextrose 
TRUTH ABOUT MEDICINES 

Inhalant Ephedrine (Plain)-Lilly—A_ solution con- 
taining ephedrine-Lilly (New and Non-official Rem- 
edies, 1929, p. 166), 1 Gm.; cottonseed oil, 1 Gm.; 
perfumed and tinted, liquid petrolatum to make 100 
cc. Eli Lilly & Co., Indianapolis. 

Hypodermic Tablets Ephedrine Hydrochloride-Lilly, 
0.016 Gm. (%4 grain).—Each tablet contains ephedrine 
hydrochloride-Lilly (New and Non-official Remedies, 
1929, p. 168), 0.016 Gm. Eli Lilly & Co., Indianapolis. 

Hypodermic Tablets Ephedrine Hydrochloride-Lilly, 
0.0325 Gm. (4 grain).—Each tablet contains ephedrine 
hydrochloride-Lilly (New and Non-official Remedies, 
1929, p. 168), 0.0325 Gm. Eli Lilly & Co., Indian- 
apolis. 

Hypodermic Tablets Ephedrine Sulphate-Lilly, 0.016 
Gm. (% grain).—Each tablet contains ephedrine sul- 
phate-Lilly (New and Non-official Remedies, 1929, p. 
169), 0.016 Gm. Eli Lilly & Co., Indianapolis. 


Hypodermic Tablets Ephedrine Sulphate-Lilly, 0.0325 
Gm. (% grain).—Each tablet contains ephedrine sul- 
phate-Lilly (New and Non-official Remedies, 1929, p. 
169), 0.0325 Gm. Eli Lilly & Co., Indianapolis. 


Syrup No. 110 Ephedrine Sulphate.—It contains ephe- 
drine sulphate-Lilly (New and Non-official Remedies, 
1929, p. 169), 0.22 Gm., in 100 cc. (1 grain per fluid- 
ounce) and alcohol 12 per cent; flavored and tinted. 
Eli Lilly & Co., Indianapolis. 

Syrup No. 111 Ephedrine Sulphate—It contains 
ephedrine sulphate-Lilly (New and Non-official Rem- 
edies, 1929, p. 169), 0.44 Gm., in 100 c.c. (2 grains per 
fluidounce), alcohol, 12 per cent; flavored and tinted. 
Eli Lilly & Co., Indianapolis. 


Neocinchophen-B,. P. C.—A brand of neocinchophen- 
N. N. R. For a discussion of the actions, uses and 
dosage, see New and Non-official Remedies, 1929, p. 
114. Benzol Products Co., Newark, N. J. (Jour. A. 
M. A., August 17, 1929, p. 524.) 


Viosterol_—Investigators discovered that ergosterol, 
when subjected to ultraviolet radiation, develops an 
antirachitic (vitamin D) potency enormously greater 


than that of cod liver oil. For therapeutic use the 
ergosterol after irradiation is usually dissolved in a 
vegetable oil. The Council on Pharmacy and Chem- 
istry has adopted the term viosterol to designate irra- 
diated ergosterol, and viosterol in oil to designate a 
preparation containing this substance dissolved in oil. 
The Council has also provisionally adopted the qual- 
ifying phrases 100 D, 5 D, etc., to designate the vitamin 
D potency of the various preparations as multiples of 
the vitamin D potency of good cod liver oil. Viosterol 
is for use in prophylaxis and treatment of rickets and, 
experimentally, in other conditions arising from faulty 
calcium and phosphorus assimilation. It should be 
borne in mind that viosterol does not contain vitamin 
A and that harm from hypercalcemia may result from 
the use of too large doses. 

Viosterol in Oil 100 D.—Viosterol dissolved in a 
vegetable oil and standardized to contain 1,333 rat units 
of vitamin D in each Gm., this strength being 100 
times that of a potent cod liver oil used as a standard. 
The daily prophylactic dose for the average infant and 
child is 8 to 10 drops (0.1233 to 0.1666 cc.: 2% to 
3% minims). The marketed preparations are accom- 


panie@ by a dropper designed to deliver 3 drops to 
the minim. 
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BOOK REVIEWS 





Books listed here become the property of the 
Ramsey and Hennepin County Medical libraries 
when reviewed. Members, however, are urged to 
write reviews of any or every recent book which 
may be of interest to physicians. 





BOOKS RECEIVED FOR REVIEW 


OUTLINE OF Preventive MepicineE. Prepared under the 
auspices of The Committee on Public Health Rela- 
tions, New York Academy of Medicine. 20 con- 
tributors. Editorial Committee: Frederic E. Son- 
dern, Charles Gordon Heyd, and E. H. L. Corwin. 
398 pages. Price, $5.00. New York: Paul B. Hoeber, 
inc., 1929. 


Varicose Verns. H. O. McPheeters, M.D., F.A.CS., 
Director of the Varicose Vein and Ulcer Clinic, 
Minneapolis General Hospital; Attending Physician, 
New Asbury and Fairview Hospitals; Associate Staff 
Northwestern Hospital, Minneapolis. 208 pages. 
Illus. Cloth, $3.50. Philadelphia: F. A. Davis Com- 
pany, 1929. 


THE PHYSIOLOGY OF LOVE. George M. Ka, 
sainos, M.D., Ph.D., Boston, Mass. 326 pages. Price 
$4.00. Privately printed, 1929. 

Dr. Katsainos is a scholar, a Greek scholar, a scien- 
tist and a physician of the highest repute. His book 
bears evidence of this. He has written extensively be- 
fore but some of his writings have been suppressed. 

In this book the author reveals the physiology of love 
in a fashion that is, to say the least, remarkable. Thor- 
ough scientist as he is, he is also a psychologist, fash- 
ionist and the ultra type of the male. The third chap- 
ter, “How Man Loves,” testifies to this. The first chap- 
ter, “Instinct,” surpasses anything that the undersigned 
has read or heard of. His fifth chapter, “Moral As- 
pect of Eros,” and the eighth chapter, “Eros a Matter 
of Will,” are enlightening and at the same time re- 
volting against some of our present day ideas. 

On the whole this book lays a wonderful foundation 
for the physician, particularly, and others as well who 
are truly interested in humanity. Dr. Katsainos, as I 
understand him, endeavors to solve those problems for 
the physician on the relation of the sexes which baffle 
the average practitioner altogether too often. 

Only a reading and re-reading of the book will give 
an adequate idea of its value. 

C. M. Roan. 





RECENT GRADUATE, Minnesota, one year’s intern- 
ship, desires assistantship to general practice. Gentile. 
26 years old. Unmarried. Prefer Northern Min- 
nesota. Excellent recommendations. Address D-43, 
care MINNESoTA MEDICINE. 


GOOD OPENING—For physician in Northern Min- 
nesota; town of 700. Good farming community. 
Address D. J. Laurin, President Commercial Club, 
Littlefork, Minnesota. 


WANTED—Physician to do laboratory work in pay- 
ment for office rent. Will give two rooms and share 
in waiting room. Central location, Minneapolis. 
Please state school, year of graduation, interneship, 
and length of time in practice. Address D-41, care 
MINNESOTA MEDICINE. 


WANTED-—Salaried appointments for Class A Physi- 
cians in all branches of the medical profession. Let 
us put you in touch with the best man for your open- 
ing. Our nation-wide connections enable us to give 
superior service. Aznoe’s National Physicians’ Ex- 
change, 30 North Michigan Ave., Chicago. Estab- 
lished 1896. Member The Chicago Association of 
Commerce. 


WANTED—Young doctor to locate in established of- 
fice, share reception room with dentist. Dentist has 
large practice. Fine opportunity for an up and 
going doctor. Write C. C. Gerber, Arcade and Case 
Streets, Saint Paul, Minn., or call Tower 7340. 


FOR SALE—By owner, one Liebel-Flarsheim Dia- 
thermy, perfect condition and perfectly modern. Cost 
$385.00 with extras. Will sell to the first person 
offering reasonable price. Why buy a new one when 
this one is as good as new? Address D-42, care 
MINNESOTA MEDICINE. 


WANTED—Young physician for sanatorium work. 
Write Dr. Arnold Anderson, Tuberculosis Division, 
State Board of Control, State Capitol, Saint Paul, 
Minnesota. 


DENTIST WANTED—To take over well established 
practice recently vacated by dentist taking up insti- 
tutional work in New York City. Town, 500, large 
territory; good office rooms—heat, light and run- 
ning water. Rent reasonable. Nothing to buy. 
Give references. Address D-38, care MINNESOTA 
MEDICINE. 


FOR RENT—Established neighborhood office for doc- 
tor and dentist. Good location for young physician. 
In center of district. Inquire 904 Rice Street, Saint 
Paul, Minn. 


FOR SALE—Complete set of Murphy’s Clinics in good 
condition. Make an offer. Address D-40, care 
MINNESOTA MEDICINE. 


WANTED—By clinic in Minnesota town, doctor to be- 
come affiliated with group. Salary to start, later 
equal ownership. Address D-44, care MINNESOTA 
MEDICINE. 
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Minnesota State Medical Association 
SIXTY- FIRST ANNUAL MEETING 


May 13, 1929 


MINNEAPOLIS, MINNESOTA 


PROCEEDINGS OF THE HOUSE OF 
DELEGATES. FIRST MEETING—MONDAY 
AFTERNOON, May 13, 1929 


The meeting of the House of Delegates of the Min- 
nesota State Medical Association, held in the Blue 
Room of the Masonic Temple, St. Paul, Minnesota, 
convened at two-five o’clock, Dr. J. T. Christison, 
President of the Association, presiding. 

PRESIDENT CHRISTISON: The meeting of the House 
of Delegates will come to order. 

The Chair has appointed a Credentials Committee 
consisting of 

Dr. E. S. Boleyn of Stillwater 

Dr. F. H. Magney of Duluth 

Dr. A. W. Adson of Rochester 
who will report in a very few moments. 

While we are waiting for the report of the Creden- 
tials Committee, we shall take up the acceptance of the 
minutes of the last meeting of the House of Delegates. 
Inasmuch as they have been printed and published, the 
Chair will entertain a motion for their acceptance as 
printed. 

Dr. W. A. Jones: (Minneapolis): I so move. 

Dr. H. M. WorKMAN (Tracy): I second the motion. 

The motion was put to a vote and carried. 

PRESIDENT CuHRISTISON: Is the Credentials Committee 
ready to report? 

Dr. E. S. Boreyn (Stillwater): There are forty- 
seven certified delegates present now. 

PRESIDENT CHRISTISON: The first report this after- 
noon is that of the President of the Council, Dr. 
H. M. Workman of Tracy. 

Dr. Workman read the report of the President of 
the Council. 


MEETING OF THE COUNCIL 


A meeting of the Council of the Minnesota State 
Medical Association was held on Monday morning, 
May 13, 1929, at 10:00 A. M. at the Masonic Temple. 

The first quarterly report from MINNESOTA MEDICINE 
was read and approved. 

Motion made by Dr. Coventry, seconded and carried, 
that both the pocket membership cards and the wall 
certificates be mailed to the members in the future. 

Motion made by Dr. Coventry, seconded and carried, 
that a Committee of two be appointed to study the 
membership of the medical and associate medical mem- 
bers in the University and state institutions and report 
to the Council a plan and policy for the Minnesota 


State Medical Association and the local affiliated socie- 
ties. 

Motion made by Dr. Coventry, seconded and carried, 
that the activities of the Committee on Public Health 
Education in securing the services of Mr. F. Manley 
Brist, Investigating Attorney for the Minnesota State 
Board of Medical Examiners, to appear before the lo- 
cal societies, be approved. 

Motion was made and seconded that the name of 
Dr. C. B. Wright be suggested as Delegate to the 
American Medical Association for two years beginning 
January 1, 1930, and that his name be presented to the 
House of Delegates for such election. 

Motion made and seconded that the name of Dr. 
J. T. Christison be suggested as Alternate Delegate and 
that his name also be presented to the House of Dele- 
gates for election. 

The Council discussed the reports of the various 
Committees and the resolutions and other business that 
had been mailed to the Delegates and decided not to 
make any recommendations as these are matters for 
the House of Delegates to decide. 

The meeting adjourned. 

H. M. Workman, President. 


PRESIDENT CHRISTISON: You have heard the report 
of the president of the Council. What is your pleas- 
ure? 

Dr. J. M. Armstronc (St. Paul): I move the report 
be accepted as read. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT CHRISTISON: The next order is the report 
of the President. Dr. Workman said his report would 
be brief. Mine will be still more so. 

I really have nothing to say. At the meeting last 
year, I did not have an opportunity to thank you gen- 
tlemen for giving me the highest office which is in your 
power to give to anyone, and to tell you of my deep 
and grateful appreciation. 

I might have said at that time that no human being 
could do more than a certain definite amount of work 
for any given organization. Some of you know that I 
have been active in the affairs of this Association for 
a good many years, perhaps not quite as many as my 
good friend W. A. Jones, but at any rate I have en- 
deavored to do my bit. 

All I wish to say today is that you may judge of 
us as officers of your Society by the work we have 
done. If it meets with your approval, we are grateful. 
If you have any constructive criticism to offer, we shall 
listen to it patiently. 
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Again, I thank you for conferring upon me the of- 
fice of President of the State Association. 

The audience arose and applauded. 

PRESIDENT CHRISTISON: The next report will be that 
of the Secretary, Dr. Meyerding. 

Dr. E. A. Meyerding read the report of the Secre- 
tary. 

REPORT OF THE SECRETARY 


The rapid and intensive organization of the profes- 
sion of medicine is reflected in Minnesota and has in- 
creased the work of the State Secretary’s office. The 
activities of the various committees have increased as 
they are becoming more familiar with the problems. 
More committee meetings are being held, more demand 
for notices and reports to be compiled and furnished 
by this office is the result. 

The Newspaper Service and other activities of the 
Public Health Education Committee; General Infor- 
mation; Booking of Speakers for Medical Societies; 
Meetings, Annual, and others; Consultation Bureau are 
some of the outstanding services that are requiring in- 
creased attention in the Secretary’s office. 

Comments have been made that the Secretary’s office 
sends out numerous and unnecessary communications 
to the membership. The fact of the matter is that the 
Secretary’s office sends out only one set of notices to 
the membership, those pertaining to the Annual Meet- 
ing, and this year there were two. In addition the 
Secretary’s office has a bulletin that goes to the secre- 
taries and presidents of the affiliated organizations, the 
officers of the State Association, and the chairmen of 
the Committees; at the time of the Annual Meeting 
the members of the House of Delegates are included. 

The notices that you receive are reports and contain 
information that the various Committees feel that you 
should have. It may seem that we are sending out a 
lot of letters, but we are constantly called upon for in- 
formation as to the activities of the Association, and it 
is surprising how many read these communications. 

The Secretary visited 17 societies and addressed 35 
formal meetings of smaller medical groups in the state 
and had innumerable conferences with smaller groups 
of men. Scarcely a day passes, including holidays, that 
the State Secretary is not requested to attend one or 
more meetings or conferences that relate to the busi- 
ness of the Minnesota State Medical Association. 


SOCIETIES VISITED 


Blue Earth County Medical Society 

Blue Earth Valley Medical Society 
Camp Release District Medical Society 
Central Minnesota Medical Society 
Chisago-Pine County Medical Society 
Hennepin County Medical Society 
Houston-Fillmore County Medical Society 
McLeod County Medical Society 

Mower County Medical Society 

Red River Valley Medical Society 
Redwood-Brown County Medical Society 
St. Louis County Medical Society 
Stearns-Benton County Medical Society 
Steele County Medical Society 
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Washington County Medical Society 
West Central Minnesota Medical Society 
Wright County Medical Society 


GROUP MEETINGS 


The Secretary was also present at the following meet- 

ings: 

Fergus Falls—Northern Minnesota Medical Meeting. 

Rochester—Southern Minnesota Medical Meeting. 

Chicago—Secretaries Conference, American Medical 
Association. 

Worthington—T. B. Short Course at the Southwest- 
ern Sanatorium. 

St. Paul—Monthly meetings of the Committee on Pub- 
lic Health Education. 

St. Paul—Regular meetings of the Committee on Sci- 
entific Assembly. 

Minneapolis—Meetings of the State Health Relations 
Committee. 

Minneapolis—Meetings of the Committee on Hospitals 
and Medical Education. 

Duluth—Conference with the officers of the Women’s 
Auxiliary. 

Duluth—Conference with the Committee Members, etc. 

Minneapolis—Meeting of the Radio Committee. 

St. Paul—Small group méetings. 

Rochester—Council Meeting. 

Minneapolis—Meeting of the Clinicians of the Minne- 
sota Public Health Assn. 

Dawson—Conference with Chairman of Legislative 
Committee. 

Tracy—Conference with President of Council. 

Chicago—Meeting of American Public Health Asso- 
ciation. 

Chicago—To confer with American Medical Associa- 
tion re Minneapolis meeting. 

St. Paul—Regional Conference. 

Minneapolis—State Secretaries luncheons. 

Minneapolis—Executive Board of Women’s Auxiliary 

Minneapolis—Lymanhurst Institute. 

Rochester—Regular meeting of the Mayo Clinic. 

Minneapolis—Conferences with President of Associa- 
tion. 


MEMBERSHIP BY SOCIETIES 


—~ April23, Affil- Asso- To- 
2 


1929 iate’ ciate tal 
Blue Earth County 30 
Blue Earth Valley 5 27 
Camp Release Dist........... 1 44 
Central Minn. Dist 13 
Chisago-Pine County.......... 14 
Clay-Becker County 
Dodge County 
Freeborn County 
Goodhue County 
Hennepin County 
Houston-Fillmore Co 
Kandiyohi-Swift Co. 

Lyon-Lincoln Co 
McLeod County 
Meeker County 
Mower County 
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Nicollet-LeSueur 16 16 
Olmsted County 306 
Park Region County 38 
Ramsey County 295 
Red River Valley 54 
Redwood-Brown Co. .......... 30 
Rice County 30 
St. Louis County 175 
Scott-Carver Co 22 
Southwestern Minn. .......... 47 
Stearns-Benton Co is 36 
Steele County 10 
Upper Mississippi 63 
Wabasha County 11 
Waseca County 11 
Washington County 13 
Watonwan County 7 
West Central Minn 22 
Winona County 22 
Wright County 


2,056 1,986 
ATTORNEYS’ REPORT 


April 27, 1929. 
Minnesota State Medical Association, 
11 West Summit Avenue, 
St. Paul, Minnesota. 
Gentlemen : 
Attention: Dr. E. A. Meyerding 

Pursuant to your request of April 15 for report to 
date of cases commenced, ending or disposed of during 
the year 1928, we submit the following: 
Schoenbachler vs. Anderson 

Caroline Schoenbachler vs. Dr. R. E. Anderson of 
Willmar, Minnesota. 

Action commenced in Kandiyohi County, Minnesota, 
in October, 1925. Alleged negligence in lancing boil or 
abscess, thereby causing permanent injury to arm. 
$20,000 damages sought. New Ulm attorneys brought 
this action but never brought it on for trial. In the 
latter part of 1927, attorney Ossana of Minneapolis 
was substituted as attorney for plaintiff. He sought 
to amend the complaint by including allegations of 
x-ray treatments given by Dr. Anderson, alleging that 
the same caused an open running sore on top of shoul- 
der, which it was claimed caused the permanent injury 
rather than the abscess under the arm, described in the 
first complaint. This open sore on the shoulder of the 
plaintiff is, of course, what caused her disability rather 
than the abscess or boil described in the first complaint. 
This condition of the shoulder, however, existed be- 
fore Dr. Anderson ever treated the woman, and, in 
fact, the woman came to him for treatment of this 
condition, and the lancing of the abscess in the region 
under the arm was incidental. 

The fact also is that Dr. Anderson did not give this 
woman +x-ray treatments. 

We objected to the amendment and the matter was 
heard by the Court at Willmar in February, 1927, and 
the motion to amend was denied. 

Subsequently, the plaintiff obtained still other at- 
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torneys, H. A. Burgeson and Mason W. Spicer. The 
case was set for trial at the March, 1929, term of court 
at Willmar. About the last of December, attorney 
Burgeson died. Thereafter, his partner, Mr. Spicer, 
wanted to know if we would settle the case. We re- 
fused. He then advised us that he did not intend to 
try the case. We requested him to please immediately 
advise his client, as we were going to insist upon this 
case being tried or dismissed at the March, 1929, term. 
He did so advise his client. She failed to secure other 
counsel; and upon our motion, when the case was 
called for trial, the case was dismissed for want of 
prosecution. The Statute of Limitations having now 
run, the case cannot be commenced over and is finally 
disposed of. 

Anderson vs. Ulrich 

Anna Anderson vs. Dr. Henry L. Ulrich of Minneap- 
olis. There is nothing new to report since our last 
report of June 4, 1928. 

Gray vs. Griber 

Action brought by Dr. F. D. Gray of Minneapolis, 
Minnesota, through attorney W. E. Kempton, against 
George Griger, on account of services rendered on be- 
half of Mrs. Griger, now deceased. Counterclaim for 
damages interposed by defendant. 

This case was never brought on for trial. We have 
advised Mr. Kempton to bring the case on for trial 
because a dismissal of the counterclaim must necessar- 
ily be granted, because it is a claim for damages on 
account of death by wrongful act made by the de- 
fendant as an individual, whereas only an executor or 
administrator of the estate of the deceased person can 
maintain such an action. The Statute of Limitations 
has now run against the bringing of such an action by 
an executor or administrator. 

Halter v. Browning 

Mrs. Dora Halter vs. Dr. William E. Browning, of 
Caledonia, Minnesota. 

There is nothing new to report in this case since our 
report of June 4, 1928, except that Dr. Browning does 
not answer our letters. If consistent, we wish you 
would urge him to do so, as this case can likely be dis- 
posed of by agreement upon his part not to attempt en- 
forcement of his bill. From our information, it ap- 
pears so doubtful that he could collect his bill, even if 
he obtained a judgement against the plaintiff. It would 
appear to be advisable to drop the bill and thereby se- 
cure a dismissal of the case. 

Hunt vs. Reths 

Nothing has developed in this case since our last re- 
port. 

Trusting the foregoing serves your purpose, we are 

Very truly yours, 

OppENHEIMER, Dickson, Hopcson, Brown & DoNNELLY 

by (Signed) Stan D. Donnelly. 


SECRETARIES CONFERENCE 


On February 23 the Annual Conference of Secre- 
taries was held in St. Paul. Twenty-five societies of the 
total thirty-six societies were represented with the 
Council and officers of the State Association and other 
members being present. The Northwest Regional 
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Conference met at the same time as did also some of 
your committees. The session commenced on Satur- 
day morning at nine o’clock and continued until mid- 
night and part of Sunday. There were several ses- 
sions. Dr. W. A. Woodward of the American Medi- 
cal Association attended. 

The program thus created considerable interest 
among those present as reports from their local socie- 
ties would indicate. We believe this to be the most 
successful Secretaries’ Conference we have had. 

It is the opinion of your officers and those who are 
attending these meetings that the Secretaries’ Confer- 
ences are becoming of more importance every year and 
are probably the most valuable means that is known of 
creating coOperation between the State Association and 
its affiliated societies. 

Dr. W. A. Woodward of the American Medical As- 
sociation invited the Secretaries’ Conference to meet at 
the headquarters of the American Medical Association 
at Chicago. He stated that Wisconsin, Michigan, and 
other states had already held such meetings and the 
Board of Trustees of the American Medical Associa- 
tion is anxious to have these meetings. 


WOMEN’S AUXILIARY 


From reports received, the Women’s Auxiliary has 
increased in affiliated organizations and in the number 
of its members. The Secretary’s office has codperated 
with them in many ways, especially in arranging their 
Annual Meeting. 


TUBERCULOSIS POST GRADUATE COURSES AT 
INSTITUTIONS 


STATE 


With the codperation of the Minnesota Public Health 
Association and certain of the State Tuberculosis San- 
atoria, with the Committee on Hospitals and Medical 
Education, a Post Graduate Course on Tuberculosis 
has been put on, without any expense whatever to the 
members of the State Association, except the traveling 
expenses to and from the Course. The arrangements 
and expenses of the clinical staff were borne by the 
Minnesota Public Health Association, and the State and 
County Institutions assisted in putting on the program 
and entertaining. 

Four Post Graduate Courses of one-day each have 
been put on, with a total attendance of 127, or an av- 
erage attendance for each day of 31.75. 

We feel that this method of placing before the pro- 
fession Post Gradute work is probably the most satis- 
factory one known. 


DIPHTHERIA IMMUNIZATION CAMPAIGN 


A Conference was held of the Committee on Hospi- 
tals and Medical Education, with the Minnesota Pub- 
lic Health Association and the Minnesota Department 
of Health to discuss plans for a diphtheria immuniza- 
tion campaign. It was decided that the medical pro- 
fession should be reached first, and then an education- 
al program for the public should be put on. We un- 
derstand that the State Board of Health has issued an 
order to have published suitable posters for doctors’ of- 
fices showing the advisability of immunization against 
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diphtheria in very young children by the family physi- 
cian. Plans for a campaign by pediatricians to form a 
speakers bureau were made, but due to the influcnza 
epidemic they did not materialize. We expect that 
further developments in this campaign will come about 
in the near future. 


RESIGNATION OF THE TREASURER 


The resignation of the treasurer, Dr. Earle R. Hare, 
was accepted at the meeting of the Council on Feb- 
ruary 23, 1929. Dr. A. G. Schulze, St. Paul, was ap- 
pointed treasurer pro tem to fill the vacancy thus cre- 
ated until the meeting of the House of Delegates at 
which time a treasurer will be elected to fill Dr. Hare’s 
unexpired term as well as one for the year 1930. 


CONSULTATION BUREAU 


The manner in which the Consultation Bureau was 
received, indicated that it fills a long felt want. For a 
time several letters were received each day. We feel 
that it is a very valuable and important part of the 
work of the Minnesota State Medical Association. 


ANOTHER FULFILLMENT OF THE LEGISLATIVE PROGRAM 


One of the outstanding results is the work that is 
being accomplished by Mr. F. Manley Brist, attorney 
for the Minnesota State Board of Medical Examiners. 
As is generally known, the passage of the Basic Science 
Law and the Medical Practice Act with the Registra- 
tion feature made it possible for the State Board to 
employ an attorney to act as an investigator of illegal 
practice. The surprising results that have come from 
Mr. Brist’s work makes everyone appreciate the value 
of such legislation. Full responsibility belongs to the 
State Medical Association, and the selection of the 
Board members is made through your Council, as 
through its efforts the State Board has acquired the 
legal status to carry on. The Secretary’s office has 
arranged to handle the bookings of Mr. Brist’s talks 
with the local medical societies. 


SUMMARY 


It is difficult to realize the increase in the amount of 
work that the activities of the State Association have 
taken, until one is associated with the secretary’s office. 
In a short time additional office space and clerical serv- 
ices will be required. 


CONCLUSION 


Medicine costs the people in the United States about 
seven hundred million dollars per year. This means 
that more than $18,000,000 is spent annually in the state 
of Minnesota for medical care, and probably much 
more, considering the fact that there are several large 
medical centers in this state that draw from beyond 
our state boundaries. Keeping in mind that this is a 
business of considerable size, it is not only necessary 
that those who conduct this business keep up with the 
trend of the times, but that they be a step ahead. 

The practice of medicine is apparently the business 
of organized medicine. Taking this view, your offi- 
cers have appointed committees to study important 
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problems. These problems are so many and so varied 
that it would be impossible for any one group to keep 
posted on all phases and it is only by having the right 
kind of committee men that organized medicine can 
hope to make any progress in influencing the situation. 
Probably the most effective committee is the Legislative 
Committee. We believe that this committee is just be- 
ginning to function. Several other committees are 
functioning in the most admirable manner and are be- 
ginning to understand their problems. They are the Com- 
mittee on Public Health Education, the Committee on 
State Health Relations, the Committee on Hospitals 
and Medical Education, the Committee on Contract 
Practice, the Heart Committee, Historical Committee. 


E. A. Meyerptnc, Secretary. 


Upon motion duly seconded and carried the report 
was accepted. 

PRESIDENT CHRISTISON : 
the Treasurer. 

Dr. A. G. Schulze read the Treasurer’s report. 


The next report is that of 


REPORT OF THE TREASURER 
For the Year Ending December 31, 1928 


RECEIPTS 


_ Balance on hand Jan. 1, 1928—Minnesota 
Transfer State Bank 
First Minneapolis Trust Co 

Subscriptions Minnesota MEDICINE 

Dues from members 1927, etc 

Dues from members 1928 

Interest on bank balances 

Miscellaneous 


Checks outstanding Dec. 31, 1928 





9.00 
420.00 
30,559.00 
360.20 
59.69 
2,490.29 














$35,400.16 


DISBURSEMENTS 


MINNESOTA MEDICINE 
Legal Expense 
Annual Meeting 
Council 
Salaries 
Educational 
Public Health Education Committee 
Rent, Telephone, Telegraph, Sec. Conf., Sec. 
Trav. Exp. 
Trust Fund 
Miscellaneous 
Cash on hand—Dec. 31, 1928, First Minneapo- 
lis Trust Co 
Checks outstanding—Dec. 31, 1927. 


$ 5,009.00 
85.00 
1,178.52 
296.72 
4,210.48 
2,231.77 
3,573.77 




















1,294.64 
9,000.00 
2,426.90 














6,018.36 


$35,400.16 
Respectfully submitted, 
Earce R. Hare, Treasurer. 


Dr. A. G. Scuutze (St. Paul): When this work 
Was given over to me on the first of March, there was 
handed over to me $27,804.74. We have left in the 
Treasury at the present moment $17,616. The report is 
signed by Dr. Hare. 
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PRESIDENT CHRISTISON: Gentlemen, you have heard 
the report of the Treasurer. What will you do with 
it? 

Dr. J. M. Armstrone (St. Paul): Shouldn’t this be 
referred to an Auditing Committee, or something of 
that kind? I move it be referred to an Auditing Com- 
mittee. 

PRESIDENT CHRISTISON: 
Committee, if you choose. 

Dr. ArMstrKoNG: I think that ought to be the prop- 
er procedure. If I were the Treasurer, I should want 
it referred to the Finance Committee. I move that it 
be referred to the Finance Committee. 

Dr. H. M. WorKMAN (Tracy): The Finance Com- 
mittee has had the report and audited it. 

Dr. ArMstRONG: That is all right. I didn’t know 
that. I don’t think the rest of them knew it either. I 
withdraw my motion. 

PRESIDENT CHRISTISON: This has already been taken 
cognizance of, and the report has been in the hands of 
the Finance Committee. We shall refer it anywhere 
you say. What is your pleasure with respect to this 
report? 

Dr. W. A. Jones (Minneapolis) : 
ceptance. 

The motion was regularly seconded, was put to a vote 
and carried. 

PRESIDENT CHRISTISON: The next report is that of 
the Committee on Public Health Education, Dr. George 
Earl. 

Dr. Earl read the report of the Committee on Public 
Health Education. 


Refer it to the Finance 


I move its ac- 


REPORT OF THE COMMITTEE ON PUBLIC 
HEALTH EDUCATION 
1928 


From the Constitution of the Minnesota State Medi- 
cal Association : 

“The Committee on Public Health Education shall 
consist of 5 members or as many more as the Council 
may determine. Its function shall be, first, to strive to 
develop an intelligent public viewpoint toward the med- 
ical profession; second, to codperate with the various 
agencies throughout the state whose function is the 
promotion of public health, and whose governing bod- 
ies are composed in whole or in part of laymen, so 
that from a medical standpoint these agencies shall be 
intelligently administered; third, to use such measures 
throughout the State as may be necessary to eliminate 
fraudulent medical advertisements from the public 
press; fourth, to aid and encourage each component 
society to conduct at least one annual public medical 
meeting; fifth, to encourage public health educational 
matters through the channels of the public press—radio 
—movies and the lecture platform.” 

We have continued to send Hygeia and the North- 
western Health Journal to the members of the Legis- 
lature, adding to the list those representatives who 
were elected this year and who expressed their desire 
to receive these publications. It is essential that those 
who make our laws should be informed in matters of 
health. 





630 MINNESOTA MEDICINE 


Our newspaper service is meeting with much success. 
We now have two hundred forty-four rural papers on 
our mailing list. Through codperation with the State 
Medical Society of Wisconsin, we are able to secure 
their Service at a minimum cost. Many letters from 
newspaper men and the laity have been received com- 
mending this service. Some adverse criticism has been 
received from those who feel that the doctors should 
pay for advertising. 


A page each month in Minnesota MeEpIcrNnE has been 


assigned to the Committee. The intention of this page 
is to serve as a forum and the Committee will welcome 
any suggestions or articles that would seem advisable 
to reprint on this page. 


The small group meeting has been continued and one 
hundred sixty-five men were interviewed through meet- 
ings with various Hospital Staffs in the Twin Cities. 

Plans for a speakers bureau and speakers library are 
well under way and on several occasions we have sent 
material to various men throughout the state. It is 
our aim during the coming year to develop the Speak- 
ers Bureau and at the present time a survey is being 
made of other states’ activities in this line. The pre- 
senting to the public of our problems by method of 
public speaking has created outstanding interest in the 
profession. One or more courses in public speaking 
have been held in St. Paul and Minneapolis, and a six 
weeks course in Duluth. A large number of medical 
men are appearing at noon programs giving talks of 
various lengths in these three communities. In Du- 
luth, in one week, approximately sixty talks were given 
by the local medical society. It is important that we 
qualify ourselves to be ready to appear before any kind 
of group to discuss any given scientific problem as well 
as economic problems. 

Through this Committee, the services of Mr. F. 
Manley Brist, Investigating Attorney for the Minnesota 
State Board of Medical Examiners, were made possi- 
ble to the county societies. Thus far he has appeared 
before the following societies: Wright County Medical 
Society, Park Region Medical Society, Steele County 
Medical Society, Red River Valley Medical Society, 
Freeborn County Medical Society, Rice County Medi- 
cal Society, Washington County Medical Society, Up- 
per Mississippi Medical Society and the St. Louis 
County Medical Society. 

The personnel of the Committee has been increased 
to ten members, giving this Committee representation 
from various parts of the State. 

We have codperated with the Radio Committee in 
financing the radio talks. 

We are enclosing a supplementary report showing 
the type of problems that are coming to the attention 
of the Committee along the question of public health 
and public relations. 

Many states have a Council of Health to correlate 
all the various health activities. The State Committee 
has given considerable thought to this problem and will 
continue this study during the coming year. 

Much thought at the present time is being given to 
the cost of medical service. There is need that the 
public approach this question realizing its importance 
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from the economic standpoint as there is a dan. er of 
weakening the whole moral fiber if people are i: have 
the habit of receiving attention for nothing. 1: addi- 
tion to this danger, such services are usually ©: t the 
best that is possible to procure. 

The Committee hopes during the coming year ‘o de- 
velop a study of certain principles which we ex; ct to 
publish in booklet form: We must see that the pro- 
fession renders adequate medical service to the jublic; 
that a positive Health Program is carried on; th.it the 
youth is informed on health questions through proper 
curricula in the schools by our having representation 
on the school boards. We should have representation 
on the boards of lay organizations dealing with ques- 
tions of health, and should take an active interest in 
governmental boards, such as deal with state medicine, 

In our relations with the public, the following fac- 
tors enter: The place of the individual doctor, the 
place of the Hospital Staff, or the local group of doc- 
tors, and the place of the county and district society. 
In carrying out our plans we must always remember 
that it is our duty to lead the public in the right path 
in regard to health and disease. 

Respectfully submitted, 
H. B. Bary, M.D., 
R. O. Bearp, M.D., 
B. J. Branton, M.D., 
Henry W. Cook, M.D., 
C. O. Estrem, M.D., 
H. F. Hetmuorz, M.D., 
M. O. Henry, M.D. 
Joun A. McIntyre, M.D., 
F. H. Macney, M.D., 
F. H. Neuer, M.D., 
Greorce Eart, M.D. 

The following resolution was then submitted by the 
Committee through Dr, Earl: 


RESOLUTION 


We, the members of the Minnesota State Medical 
Association, go on record endorsing the resolution 
passed by the Hennepin County Medical Society, on 
February 4, 1929, condemning the pernicious propa- 
ganda against the consumption of white flour. Said 
resolution also studied and endorsed by the Public 
Health Education Committee of the Minnesota State 
Medical Association. 

We deplore that this propaganda, which is not based 
on scientific facts, has resulted in greatly reducing the 
consumption of white flour, and has been used in a 
dangerous way by the quack and the food faddist. 

We desire, in the interest of public health to place 
this on record as our opinion. 

The allegation that white flour is responsible for 
certain grave illnesses is not supported by scientific 
facts. 

Minnesota STATE MEDICAL ASSOCIATION, 
President (signed) J. T. Christison 
Secretary (signed) E. A. Meyerding 
Adopted at St. Paul, Minn., this 13th day of May, 1929. 

Dr. C. B. Wricut (Minneapolis): As you know, 

three years ago the House of Delegates had a Refer- 
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ence Committee to which all these reports were re- 
ferred and gone over before they were presented. 

Last night the Committee spent up to one o’clock 
reading and going over these reports. We should like 
to make comments where necessary, and bring before 
the House of Delegates anything which we consider 
should be taken up in these reports. 

We read this report of Dr. Earl’s very carefully, and 
it is a report we should like to recommend. Dr. Earl’s 
committee has spent a lot of work on this report, and 
we feel the Committee should be commended for the 
amount of work they have spent on this rather in- 
definite field, in which there is more or less controversy. 

With regard to this white flour recommendation, it is 
our opinion that it should be recommended for passage. 
I think the Council passed on that this morning, in ad- 
dition to the Reference Committee. 

SecrETARY MEyERDING: No, they left it to you. 

Dr. Wricut: Mr. Corson, who represents the mill- 
ing industry, appeared before the Hennepin County 
Society last winter and presented his case so conclu- 
sively that the Hennepin County Society endorsed this 
action and drew up this resolution to be presented to 
the State Medical Association. We reviewed this at 
great length last night. There was considerable contro- 
versy. When it was all done, we agreed this was a 
worthy thing, and that we should put our stamp of ap- 
proval on it. 

Mr. Corson is here and, with the permission of the 
House of Delegates, I think it might be a matter of 
interest to grant him ten minutes that he may state his 
point of view on this matter. 

Dr. Georce Eart (St. Paul): Our Committee also 
endorses his being here to make a statement. He is 
not here just at the request of the Hennepin County 
Society, but he is here at the request of the Committee 
to present the case before the House of Delegates. 

PresipeNnt Curistison: If there is no objection, I 
should be very pleased to have Mr. Corson devote a 
few minutes to the elucidation of this particular sub- 
ject. Hearing no objection, will you proceed, Mr. Cor- 
son? 

Mr. Corson: Mr. President and Doctors: I want 
to say that I am glad to be here this afternoon to state 
our case. 


I want to acquaint you with the work of the Na- 
tional Food Bureau, an organization of the milling and 
baking industry which has been organized primarily to 
disseminate food facts and overcome some of the in- 
sidious propaganda derogatory to white flour. In this 
day and age no business or profession can live a 
healthy life and prosper as it should without some 
kind of an organization to look after its best interest 
which affects that trade or profession. Any business 
or profession which progresses and grows becomes the 
target of the charlatan and the quack, your profession 
as well as that of the industry which I represent. 

You will remember that during the World War we 
had a conservation program. Carbohydrates were 
needed. Our soldiers and allies needed carbohydrates, 
so the greatest advertising campaign the world has ever 
known was staged to save flour and sugar. This cam- 


paign, hooked up with the patriotic spirit, worked a mir- 
acle. Our wheat crop was short that year and we only 
had a visible, exportable amount of 21,000,000 bushels 
of wheat. So intense was this campaign, hooked up 
with the patriotic spirit, that we actually exported 
141,000,000 bushels of wheat. 

We have a class who are always trying to get rich at 
the expense of people’s ills, real or imaginary, and 
some of the brightest minds of the country are en- 
gaged in this business. It is a well-known principle of 
psychology that you must first make people dissatisfied 
with that to which they have been accustomed before 
you can sell them something new. So in order to in- 
troduce new methods of cures, new cults and new is- 
sues, people must be made dissatisfied with that to 
which they are accustomed. In order that your pro- 
fession may sell high priced patented foods, and so 
forth, that food which is most common is attacked—in 
this case, white flour. The result of that adverse sit- 
uation has been the introduction of a wave of faddism, 
and the conversion of hundreds of thousands of other- 
wise sane people to the belief that white flour is in- 
jurious, resulting in so-called health doctors, who are 
waxing fat on the proceeds of pay from the misin- 
formed public. 

This condition has been one of the contributing fac- 
tors to the reduction of the consumption of wheat in 
the United States. In the last five years the white 
consumption has decreased one bushel per person or, 
in other words, 120,000,000 bushels of wheat less than 
was used five years ago. 

To show you how this condition is brought about, I 
want to give you a few specific illustrations. We main- 
tain a research bureau and work very close to the 
American Medical Association. We have in our files in 
Chicago something like 227 of these quacks of different 
cults and different schools that are going around lam- 
basting the medical profession and denouncing white 
flour and, in some cases, denouncing meat. Here is a 
hand bill of a man who went around the country lec- 
turing. He advertises himself as a lecturer. He 
charges ten dollars, but his first lecture is free. Then 
he gets classes wherein he expects to sell his lectures 
for one or ten dollars. He has a book to sell. He 
urges the people to buy the Health Messenger. He has 
a question and answer page which also has a catch in 
it. All questions will be answered in the order re- 
ceived, but if immediate attention is desired two dol- 
lars must be enclosed. If a person is ill and wants an 
immediate answer, he is going to send the two dol- 
lars. 

Here is a question: I drink a glass of hot lemonade 
before going to bed. Is this all right? 

Here is the scientific answer: The hot lemonade 
is quite all right for you. If you find your eyes are 
lined with many white lines it would be best to 
drink a hot orangeade instead. Two dollars for that. 

Here is one more: Last winter I found when 
sleeping on a sleeping porch I would feel a chill. 
What would you advise? 

The answer: If sleeping outdoors chills you, the 
best thing to do is sleep indoors. (Laughter.) Two 
dollars. 
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Here is another one up in your country in 1927. 
We stopped this man in Oklahoma City. His name 
is Richardson, occultist, teacher, and everything else 
under the sun. He is an osteopath. He says white 
flour isn’t fit to be eaten; neither are meat and 
potatoes. He has wonderful letters of recommenda- 
tion. He was in Minneapolis in July 1927, and this 
is a letter he received from a woman who heard his 
lecture: “Due to an inferiority complex, I suffered 
thirty years of unhappy married life. May God bless 
you. I now enjoy my husband, home, and health as 
I have found I am as good as he is, and possibly a 
little better.” (Laughter.) 

I have a long report here from the American 
Medical Association concerning this Dr. Richardson, 
but I am not going to take your time. 

I recently listened to a doctor broadcasting over 
the radio. He lambasted the medical profession. 
He is an M.D. In his talk he said, “I want to appeal 
to my listeners-in to help me out in getting my bill 
passed through the legislature of Illinois.” I got 
busy and called up the American Medical Associa- 
tion. I went to Springfield and met Dr. Neal, the 
chairman of the Legislative Committee. I found 
Dr. Richardson had a bill introduced in the legisla- 
ture: “The Science of Health versus Allopathic 
Medicine—the world’s greatest humbug.” 

Gentlemen, he has money. He maintains a lobby 
of eight people. Dr. Neal said, “Mr. Corson, we are 
glad to have you help us. We are fighting twenty- 
one bills in the Illinois Legislature.” The day the 
Judiciary Committee met Dr. Richardson had thirty- 
one people there, whose expenses he had paid, to 
tell what a wonderful school he had. He lambasts 
different institutions. To make a long story short, 
we did all we could to help the Illinois State Medical 
Society defeat this legislation. A wire from Dr. 
Neal has been forwarded to me from my office stat- 
ing that the bill was defeated. It only received thirty 
votes out of the necessary seventy-seven. What will 
happen? It will be back in two years, and you may 
have to fight it in your community. 

Hurriedly, that is the line of work we are trying 
to do. We realize it is the quack that is hurting 
our business. We have so many things in common, 
that I am only too glad to have this opportunity to 
appear before you and congratulate you on the won- 
derful organization which you now have and have 
had for some time looking out for your interests as 
a whole, and I only hope we may be able to build 
up such an organization as yours. 

I further believe that if the milling and baking 
industry had functioned as an organization for the 
past twenty years you wouldn’t need any farm relief 
today, as far as the wheat farm is concerned. No 
business or profession can operate satisfactorily 
today without some strong central organization to 
watch its collective affairs. Eternal vigilance is the 
price of victory. 

I am here today representing a belated organiza- 
tion not yet six months old, to ask your assistance 
in disseminating food facts, and in fighting these 
quacks. 


I thank you. (Applause.) 
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Dr. Eart: The officers have another matter which 
they felt should have been presented by our Com- 
mittee, and which I believe has been taken up by 
the Reference Committee, and probably by the 
Council. We were asked to present that as a supple- 
mental report. 

This is a circular letter of the American National 
Red Cross. The following is a copy of Dr. De- 
Kleine’s letter: 


INTER-OFFICE LETTER 


American National Red Cross 
Midwestern Branch, St. Louis. 
February 27, 1929, 
To Miss Norma Eskil 
From Mrs. Elizabeth H. Vaughan 

The following is a copy of Dr. William DeKleine’s 
letter of February 18 to Miss Fox: 

The Red Cross NURSING SERVICE HAS fune- 
tioned for several years under the general policy:— 
“The nursing of patients shall be carried on only 
under the DIRECTION of a LICENSED PHYSI- 
CIAN.” 

A NEW PHASE OF THIS QUESTION has, 
however, been introduced in recent years which has 
NECESSITATED BROADENING this policy, or 
making it MORE ELASTIC in its application. Cer- 
tain states have passed laws LICENSING OSTEO- 
PATHS AND CHIROPRACTORS. The public 
occasionally requests nursing service for patients 
who employ these practitioners. 

Where nurses are employed through — funds 
raised either through taxation or voluntary sub- 
scription, and where these practitioners are licensed 
by law, THE NURSES HAVE A MORAL AS 
WELL AS A LEGAL OBLIGATION. THEY 
CANNOT IN GOOD GRACE REFUSE TO 
ASSIST SUCH PATIENTS WHO REQUIRE 
THEIR SERVICES. 

It has, therefore, been necessary to broaden this 
general policy. In states that have adopted laws 
regulating the practice of OSTEOPATHS AND 
CHIROPRACTORS, NURSES ARE PERMIT- 
TED TO ASSIST only those who are duly licensed, 
provided that the nursing service shall be absolutely 
limited to the type of work for which OSTEO- 
PATHS and CHIROPRACTORS #§are licensed. 
Nurses are not permitted, for example, to assist 
them in giving hypodermics, or in any operation or 
procedure which osteopaths and chiropractors are 
not permitted to do legally. 

Dr. Eart: I wish to submit this as a supplemental 
report. Our Committee wishes to leave it to the Ref- 
erence Committee for any recommendations. 

Dr. Wricut: We spent considerable time on this 
letter. I had seen the letter some time before, and 
had gone over it very carefully. This is a very 
insidious type of propaganda. For two or three 
years the Visiting Nurses’ Association of Minne- 
apolis, which is maintained and supported by the 
Community Fund, has been persecuted to permit 
the nurses to work for these cults, and some of the 
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most prominent men in Minneapolis have backed 
them in their position. 

The Advisory Medical Committee took the stand 
that no good could be accomplished by asking 
highly trained public health nurses to nurse for men 
whose method of treatment is limited in scope and 
not in any way familiar to the nurses who are going 
to carry out their instructions. 

In order to get the thing before us, I told them 
to invite a representative from the osteopathic and 
chiropractic associations to meet with us and explain 
just what they wanted nurses for. In that discussion 
we asked them what they wanted nurses for. They 
said, “We occasionally have heart cases.” 

I said, “You take complete charge of heart cases?” 

Vea 

“Do you believe in the use of digitalis in the 
treatment of heart disease?” 

“Yes.” They thought that was a good thing. 

“Do you prescribe it yourself?” 

They said they didn’t do that; somebody else 
would have to do it. The law doesn’t permit them 
to use drugs. 

What can a nurse be to a man who is practicing 
a certain limited type of therapy for which the nurse 
hes never been trained and is not familiar? The 
things which she would be called on to do are things 
which are absolutely illegal for him to do. As far 
as the chiropractor is concerned, he is limited by 
law to the treatment of the spine and the joints. 
I should like to ask what a highly trained public 
health nurse can do for a man whose treatment is 
limited exclusively to the spine and the joints. Of 
course, if the chiropractor is going outside of those 
barriers where he has no business, he might call 
in a nurse to do something illegal for him. 

I wrote to Miss Fox who is in charge of the Red 
Cross in Washington and whom I know very well. I 
should like to read what I wrote to her. I should like 
to have the House of Delegates consider this matter 
and take any action they may see fit. I think this 
matter should be distinctly called to the attention 
of the medical profession. 

Dr. Wright read the letter which follows. 

May 2, 1929. 
Miss Elizabeth Fox, 
Director of Public Health Nursing Service, 
American Red Cross, 
Washington, D. C. 
My dear Miss Fox: 

I remember with pleasure meeting you at a dinner 
given by Mrs. W. H. Lee last year, and the very 
interesting discussion we had about public health 
nursing; also that we seemed to see the various 
phases of the work from the same angle. Therefore, 
I take the liberty of writing you concerning a new 
policy which apparently has been adopted by the 
Red Cross, that is, permitting Red Cross nurses to 
assist osteopaths and chiropractors in this state. 

I feel that this action by the Red Cross is a very 
great mistake and a definite step backward. It is 
true the osteopaths and chiropractors have been 
licensed by the State of Minnesota. Their licenses 
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are limited to specific types of treatment in which 
the public health nurse has no training or experi- 
ence, and as long as they confine themselves within 
the scope of their licenses it is difficult for me to 
see what a highly trained nurse could do for them 
in their work. 

We have had this matter up before the Visiting 
Nurses Board in Minneapolis and, after thoroughly 
considering the problem, we came to the conclusion 
that, first, it would lower the standing of the nurs- 
ing profession by asking them to work with poorly 
trained or partially trained men; and second, after 
interviewing both the Chiropractic Association and 
the Osteopathic Association, we came to the con- 
clusion that nurses could be of practically no value 
to them where they confine their work within the 
scope of the law. As you know, in many cases they 
are not confining themselves within their legal bar- 
riers and the nurse would constantly be called upon 
to do things which were contrary to her training. 
If she refused, it would only lead to controversy and 
would get nowhere. 

This action, it seems to me, is a mere gesture on 
the part of the Red Cross to satisfy some unin- 
formed group. I cannot believe that you, person- 
ally, are in favor of this move, and I can assure you 
that, as far as the State of Minnesota is concerned, 
it is going to lower the standing of the Red Cross 
nurse in the minds of the medical profession in this 
state. 

Regretting that I cannot see you personally and 
talk this matter over, I remain 

Very sincerely yours, 

Dr. WricHT: I think the House of Delegates ought 
to take some action in this matter. It is a very 
insidious way to create trouble. I would recommend 
that the Council be empowered to appoint a com- 
mittee to draw up a resolution on the part of the 
House of Delegates and forward it to the Red Cross, 
and I so move. I also move that Dr. Earl’s report 
be accepted. 

Dr. BoLeyn: 

PRESIDENT CHRISTISON: You have heard the com- 
ments of Dr. Wright of the Reference Committee. 
I should be rather gratified if some of you would 
express your opinions with respect to this particular 
phase of the work before I put this motion. 

Dr. B. W. Ketrty (Aitkin): I do not think that 
motion is quite clear. I should like to ask if Dr. 
Wright’s motion refers to the main report. 

Dr. Wricut: I meant the acceptance of the report. 
I think these two specific things should be acted on 
separately, and I was going to so recommend. After 
the report has been accepted, I should recommend 
the adoption of these two resolutions. 

PRESIDENT CHRISTISON: We will vote on the ac- 
ceptance of the report, and then take up the resolu- 
tion. 

The motion to accept Dr. Earl’s report was put 
to a vote and carried. 

Dr. Wricut: I should like to move that the reso- 
lution presented by the Committee on Public Health 
Education be adopted with regard to white flour. 


I second the motion. 
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Dr. Kelly seconded the motion which was put to 
a vote and carried. 

Dr. WricHt: I move that the Council be instructed 
to appoint a committee to draw up a resolution and 
forward it to the Red Cross condemning their action 
in nursing for cults in the state of Minnesota. 

Dr. Boteyn: I second that motion. 

PRESIDENT CHRISTISON: Has anyone any remarks to 
make? 

Dr. F. A. Erp (Minneapolis): I am certainly in 
favor of condemning this procedure, but I wonder 
how we can do it. It looks to me as though we were 
liable to get in a little deep if we make it too strong. 
There is no question but that the osteopaths and 
chiropractors are allowed to practice in Minnesota. 
They are licensed. In the city of Minneapolis these 
nurses are supported by the Community Fund. I 
don’t quite see how we are going to get around it. 
It is a question in my mind whether we won't stir 
up a lot more trouble if we go too far in the matter. 

Dr. WricHt: Why take a step backward? Who 
supports the Red Cross? Who are the heads of the 
Red Cross *organization in the state of Minnesota? 
To a large extent, they are physicians. I contend 
if the organized medical profession takes concerted 
action, just as we did in Hennepin County, the pro- 
posal will never get to first base. What do these 
men represent in the community as compared to 
the ecenomic pressure behind the 2500 doctors in 
the state of Minnesota? Why should we not express 
our opinion on this? 

I believe it is our duty to defend these nurses, for 
one thing. This is not an action by the nurses. 
This is an action by some group which is trying to 
make the nurses work for the osteopaths and the 
chiropractors, and I do not believe we should stand 
for it for one single moment. The nursing profes- 
sion would like to keep their profession one that is 
looked up to and respected. They are graduated 
and trained under our own profession. Why 
shouldn’t we stand up for them and defend them, 
and try to keep them from backing up and going 
into this kind of thing? 

Dr. F. C. Scnutpr (St. Paul): I represent a large 
training school for nurses in this city, and just last 
Saturday evening I passed out diplomas to fifty 
graduate nurses. These nurses have been trained 
for three years in regular medicine as we understand it. 
If these graduate nurses are expected to nurse for 
osteopaths and chiropractors within the next few 
months they will consider themselves badly deceived 
by their community and the teaching of the medical 
profession. If we haven’t enough votes here to 
uphold our own profession and the teaching of our 
own nurses, they will consider us a little bit two- 
faced. 

Dr. Kerry: I should like to endorse most heartily 
and enthusiastically the remarks of Dr. Wright and 
this other delegate. Certainly the Red Cross would 
not be in existence today were it not for the original 
work and the continued support of the medical pro- 
fession; and the trained nurse as we know her would 
not be known today were it not for the work of the 
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medical profession for her in creating that px sition 
of work. Certainly, it would be very small on» our 
part, it seems to me, to lie down and let this smal] 
group of cultists ride over us. I am in fay or of 
protesting most earnestly and as strongly as possible 
against the action of the Red Cross in this matter. 

Dr. H. M. Jounson (Dawson): I think there js 
more to it than this letter. I understand that the 
Red Cross has gone at this independently of State 
Boards of Health. That is what they did down 
South when we had the flood. They didn’t want to 
work in co-operation and harmony, but through 
force of circumstances somebody controlled the 
transportation and they had to work with the State 
Boards of Health. I understand they didn’t want to. 

They are supposed to work in codperation and 
harmony with the State Board of Health, but I 
believe there have been occasions in this state when 
that understanding has been violated. 

I, for one, feel we should stand back of our nurses. 
If we are going to let the Red Cross do just as it 
pleases, and are going to eat anything out of its 
hand it chooses to feed us, well and good; but if we 
are going to put up a little scrap we had better 
begin before it is too late. (Applause.) 

PresIpENT CHRISTISON: Gentlemen of the House of 
Delegates: I notice Dr. Morris Fishbein, editor of 
the Journal of the American Medical Association is 
here. I will ask Dr. Fishbein to give us an ex- 
pression of his opinion on this particular subject. 
(Applause.) 

Dr. Morris FisHBein (Chicago): Mr. President and 
Members of the House of Delegates: I have not 
thought particularly about this point although I 
have, from time to time, thought a great deal about 
osteopaths and chiropractors and nurses and the 
American National Red Cross. 

There are in the United States today about 9,000 
osteopaths, about 15,000 to 20,000 cultists of all types 
including naturopaths and other peculiar sorts of 
doctors. 

In 1890 about 350 nurses were graduated in this 
country. Last year 18,000 nurses were graduated in 
this country. This tremendous increase in the num- 
ber of nurses is represented, of course, by the in- 
crease in hospitals, and the increase in the total 
number of hospital training schools. Within the 
United States, we now have almost 8,000 hospitals 
whereas about 1900 we had less than 1,000 hospitals. 

When there is an over-production of any certain 
type of service, there comes to be an attempt to 
develop a wider use for that type of service. There 
has not been any shortage of registered nurses. 
There has been a tremendous shortage of nurses 
who were willing to go into homes and nurse people 
in a way in which the old-time nurses had to nurse 
sick people. 

I look on all of this attempt not entirely as an 
attempt on the part of the Red Cross to help osteo- 
pathy and chiropractic, but as an attempt to find 
wider employment for a tremendous over-supply of 
nurses who have been over-educated in many ways. 
The osteopaths have always attempted to get into 
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the practice of medicine by the back door. Just as 
soon as an osteopath is educated, or under-educated 
in the manner in which he is, and gets into the prac- 
tice of healing he commences to broaden out. In 
the state of Washington, for instance, the osteo- 
paths, having discovered that the tonsils were near 
the surface and could be jerked out without a great 
deal of difficulty, undertook very promptly to do 
tonsillectomy. It was found by the osteopaths that 
obstetrics would frequently go on in quite a normal 
manner if left entirely alone; therefore, obstetrics 
became a by-product of osteopathy. 

Then the osteopaths found that by the manipula- 
tion and pulling of legs some pain was induced, and 
that in order to avoid pain it was desirable to have 
anesthetics. So they began to use chloroform and 
nitrous oxide. 

In many other states they found that the use of 
narcotics was a highly remunerative procedure, and 
they have begun to apply for the right to prescribe 
narcotics. A bill to give osteopaths the right to 
prescribe narcotics is before the Missouri state leg- 
islature at the present time. In the state of Penn- 
sylvania osteopaths attempted to prescribe morphin 
and cocain, and their derivatives, and it was neces- 
sary for the state to hand down a decision that 
pharmacists were not compelled to fill prescriptions 
from osteopaths for these narcotic drugs. 

When the Volstead Act was passed in those states 
in which physicians were entitled to prescribe liquor, 
the osteopaths naturally wanted that same source of 
income. Therefore, the osteopaths have been reach- 
ing farther and farther in their endeavor to practice 
medicine. 

In the state of California there are more than 
500 osteopaths who have been licensed by their 
board to practice complete medicine and surgery. 
Their strength is so great that in Los Angeles, I 
am reliably informed, the County Hospital is divided 
in two parts, osteopathic and regular medical. The 
patient has no choice. If he happens to come in at 
a certain time he is assigned to the osteopathic 
division, but if he comes in at an alternate time he 
goes to the regular medical division. I suppose he 
waits outside to know what chance he is going to 
have when he comes in. 

This not only represents a menace to the regular 
medicine of the country, but to the nursing profes- 
sion and the people of the country. 

The American National Red Cross is supported 
by the people of the United States. It has always 
attempted to codperate with the medical profession, 
except perhaps for a very brief period just after 
the War. In connection with the flood disaster 
down South, the American Red Cross made a defi- 
nite effort to codperate with the American Medical 
Association. Through our Committee on First Aid, 
Red Cross officials are informed that the President 
and Secretary of the County Medical Society are the 
first to be called in times of emergency in order 
to aid in the organization of medical service for 
first aid. 

I am not sure just what animated Dr. William 
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DeKleine in issuing this regulation. I know his 
background somewhat. For a while he was health 
officer in the state of Michigan, and I am reliably 
informed that he is the basis for the character of 
Pickerbaugh in Sinclair Lewis’ novel “Arrowsmith.” 
Whether this means anything to you or not, I am 
not certain, but he is that type of health officer. 

It is, of course, a menace to the nursing profes- 
sion to have nurses go into homes and nurse pa- 
tients under osteopathic procedure. That is bound 
to help osteopathy because any well-trained nurse 
will give the patient better care than the osteo- 
path can give. On the other hand, I think all of 
us must realize that in many instances good nursing 
is more important than any other kind of attention, 
and it may be for the best interests of the patient 
in every case to have a good nurse to go into the 
home and take over the case. If she is a really good 
nurse, she is likely to tell the patient that the main 
thing he needs is to get rid of the osteopath and get 
in a good doctor. We can hope that will be the end 
result. 

I believe that if this State Society, the American 
Medical Association and other organizations very 
promptly present their protest against this letter of 
Dr. DeKleine’s to the National Red Cross, it will 
very soon be withdrawn. (Applause.) 

Dr. W. F. Braascu (Rochester): I make an 
amendment to the motion of Dr. Wright made that 
the delegates of this state carry on this same resolu- 
tion to the House of Delegates of the American 
Medical Association. 

The motion was regulary seconded, was put to a 
vote and carried. 

Dr. FisHpein: I just spoke to Dr. Wright. Of 
course, I don’t know Dr. Wright’s original motion, 
or resolution, but a thing of this sort should be 
handled much sooner than that. There is no reason 
for waiting until next July to handle this thing. 
Immediate protest by this body to the American 
National Red Cross would probably bring about an 
immediate revocation of this action. I doubt that 
this represents an action of the central body. This 
seems to be an action of the Mid-Western repre- 
sentatives, and not a national matter. 

Dr. BraascH: The amendment won't interfere with 
the motion in the slightest. 

Dr. W. A. Jones (Minneapolis): I move the original 
question. 

PRESIDENT CHRISTISON: I will ask Dr. Wright to re- 
peat the original motion. 


Dr. Wricut: The original motion was that the 
House of Delegates of the Minnesota State Medical 
Association send a resolution to the national organ- 
ization of the Red Cross condemning the use of the 
Red Cross nurse by the osteopath and chiropractor. 

I did ask that the Council be requested to appoint a 
committee to send such a resolution. 

The motion was put to a vote and carried. 

PreSIDENT CHRISTISON: Next is the report of the 
Editing and Publishing Committee by the secretary, Dr. 
Armstrong. , 
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Dr. Armstrong read the report of the Editing and 
Publishing Committee. 


REPORT OF EDITING AND PUBLISHING COM- 
MITTEE MINNESOTA MEDICINE 
January 1, 1928 to December 31, 1928 

In presenting a report on the publication of our 
Association journal, MINNESOTA MEDICINE, at this time 
your committee desires to state that the report covers 
the calendar year of 1928 rather than a fiscal year as 
has been the practice heretofore. This change is made 
necessary by reason of the action taken at a meeting 
of the Council in the fall of 1927, which provided for 
the operation of the journal on a calendar year basis. 

The financial state of the publication continues in a 
very satisfactory condition. The year of 1928 shows 
net cash receipts in excess of expenditures, amounting 
to $916.11. A check covering this amount is submitted 
to the treasurer with this report. 

Volume XI of Minnesota MepictNng, which includes 
the twelve issues published during the year 1928, con- 
tained a total of 1,256 pages, an average of 104.6 pages 
for each month. Of this total, 834 pages were devoted 
to reading matter and 422 pages to advertising, an aver- 
age for each month of 69.5 pages of reading material 
and a fraction more than 35 pages of advertising. The 
total number of articles published during the year was 
129 of which 23 were case reports. It is interesting to 
note that 3 of the articles published were contributed 
by laymen. The volume contained 273 illustrations, an 
average of a fraction less than 23 for each issue. Of 
these illustrations four were full page size. 

As additional evidence of the value accruing to our 
Association of owning and publishing its own journal, 
let us state that the reading material supplied the mem- 
bers of the state association through the columns of 
MINNESOTA MEDICINE last year, amounted in volume to 
a book containing 834 pages with 273 illustrations. This 
large volume of educational material was furnished at 
a net cost per capita, of approximately $1.00. 

The fact that Minnesota MeEpIcINE published a larger 
volume of reading matter in 1928 than in previous 
years is especially notable since no scientific sessions 
of the State Medical Association were held at the last 
meeting, and most of the material published was there- 
fore necessarily drawn from individual contributions. 
Some of the smaller associations, of which MINNESOTA 
MEpIcINE is the official journal, were also not repre- 
sented this year’in publication of papers owing to the 
fact that their sessions were mostly clinical. 

Several changes were made in the journal during the 
year both editorially and typographically, but, as most 
of these changes were reported at the June 1928 meet- 
ing, it is not necessary to repeat them at this time. 

The circulation of Minnesota MEDICINE at the end 
of the year was as follows: 

















Members (paid) 2,000 
Members (delinquent) 110 
Outside subscriptions 122 
Miscellaneous copies distributed (exchanges, com- 
plimentary copies, advertising copies, etc)............ 378 
Surplus on file 140 
Total 2,750 
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The following report of receipts and disbursements 
was submitted to the secretary of the Association in 
January, 1929. 


CASH RECEIPTS 











Subscriptions—Members. .................. $4,000.00 
Subscriptions—Non-Members .......... 352.85 
Bad Accounts Recovered..............---- 168.27 
Illustrations 47.84 
Advertising 9,342.47 
$13,911.43 
DISBURSEMENTS 
Journal Exoemee $11,753.61 
Legal Expense 55.57 
Discount Allowed ............-.--..--..-------- 1,186.14 
12,995.32 
Surplus cash in bank $ 916.11 





Accounts Receivable December 31, 1928............ $1,622.67 
Paper Stock on Hand December 31, 1928............ 141.31 
Respectfully submitted, 
EpItING AND PUBLISHING COMMITTEE 
J. M. Armstronc, Secretary. 





PRESIDENT CHRISTISON: This report has already been 
referred to the Reference Committee. I will ask Dr. 
Wright if his Committee has any comments to make 
upon it. 

Dr. ArMstronNG: The Reference Committee asked 
me to say what we have already said before that if 
there are any criticisims to make of MINNEsoTA MeEp- 
ICINE the Committee would be very glad, indeed, to 
hear them. We realize that we can improve the Jour- 
nal. We are trying to do the best we can. 

Dr. WricHt: We felt that should be impressed on 
the membership. This is your Journal, and we want 
everyone to express an opinion. 

As far as the Editing and Publishing Committee is 
concerned, we feel quite sure they are doing their very 
best to make this the best Journal they can. Whether 
it represents all the points of view in the Association, 
or not, is a question for the House of Delegates to 
decide. 

This Report has been audited by the auditor who 
passes on the funds of the State Association, and I 
move the report be adopted. 

Dr. H. M. JoHnson: I second the motion. 

The motion was put to a vote and carried. 

PRESIDENT CHRISTISON: Next is the report of the 
Necrologist, Dr. Olga Hansen. 

Dr. Olga Hansen read the report of the Necrologist. 


NECROLOGIST’S REPORT 


Since the last report of the Necrology Committee the 
following members of the medical profession of min- 
nesota have been called from our ranks by death: 
MEMBERS OF THE MINNESOTA STATE MEDICAL ASSOCIATION 

Frank G. Landeen, Stillwater. Born 1872. Univers- 
sity of Minnesota, 1894. Died May 20, 1928. Age 55. 
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(Past president and secretary Washington County Med- 
ical Society.) 

Hugh Williamson Reynolds, Hibbing. Born 1888. 
University of Minnesota, 1914. Died June 30, 1928. 
Age 40. 

Henry H. Frudenfeld, Minneapolis. Born 1876. Med- 
ical Dept. University of Illinois, 1902. Died June 19, 
1928. Age 51. 

Hannibal Hamlin Kimball, Minneapolis. Born 1843. 
Medical School of Maine, Portland, 1866. Died July 
9, 1928. Age &. 

William Doms, Woodstock. Licensed Minnesota un- 
der the act of 1887. Born 1858. Died July 25, 1928. 
Age 70. 

Arthur Bertram Moulton, Lewiston. 
Medico-Chirurgical Coll. Phila. 
1928. Age 52, 

Frederick G. Kohler, Minneapolis. Born 1876. Med. 
Dept. Hamline U. 1897. Died August 2, 1928. Age 52. 

Geerge Leslie Atkins, Jackson. Born 1876. State U. 
of lowa Coll. Med. Iowa City, 1905. Died Sept. 13, 
1928. Age 52. 

Robert McEwen Phelps, Faribault. Born 1858. Rush 
Med. Coll. Chicago, 1885. (f. on staffs Rochester State 
Hospital and St. Peter State Hospital.) Died October 
22, 1928. Age 70. 

Theodore Tennyson, Minneapolis. 


Born 1876. 
1900. Died May 12, 


Born 1869. No. 


Med. Coll. St. Louis, 1898. Died Oct. 29, 1928. Age 59. 
Wm. Philander Lee, Northfield. Born 1872. Univ. 
Coll. M. & S. 1894. Died Nov. 8, 1928. Age 


of Minn. 
58. 

Arthur Henry Steen, Cottage Grove. Born 1850. 
Rush Med. 1874. Died Nov. 14, 1928. Age 78. 

Willard B. Pineo, Minneapolis. Born 1858. Minn. 
Hosp. Coll. Minnesota, 1885. Died Nov. 3, 1928. Age 
70. 

Peter A. Aurness, Minneapolis. Born 1860. Univer- 
sity of Minnesota, 1892. Died Dec. 7, 1928. Age 68. 

Edgar Reginald Barton, Minneapolis. Born 1872. M. 
Dept. Hamline U. 1901. Died Dec. 7, 1928. Age 56. 

Frank Woodward Metcalf, Fulda. Born 1875. Rush 
Med. Coll. 1906. Past president Southwest Jackson 
Med. Soc. Died Jan. 7, 1929. 

Lewis Edward Nelson, Hendricks. Born 1893. Univ. 
of Minn. 1923. Died Dec. 12, 1928. Age 35. 


Charles Lyman Greene, St. Paul. University of Min- 
nesota Col. of Med. and Surg. 1890. Chairman of Sec- 
tion on Practice of Med. of the A. M. A., 1913-14; 
formerly professor and chief of the dept. of med. at 
U. of M. Past president of Minn. State Med. Assn. 
Died Jan. 19, 1929. Age 66. 

Francis M. Smersh, Owatonna. Born 1858. Bennett 
Col. Electric M. & S. Chl. 188. Homeo Hosp. Col. 
Cleveland 1889. Died December 1928. Age 70. 

Christian Peterson, Owatonna. Born 1857. Illinois 
M. Col. Chicago. Died September 23, 1928. Age 71. 

Arthur Ambrose Sweeney. Harvard U. Med. School 
1886. Born 1858. Died November 7, 1928. Age 70. 

Charles F. Nootnagle, Minneapolis. Born 1863. Belle- 
vue Hosp. Med. Col. 1887. Died Feb. 28, 1929. Age 65. 

Pearl Mitchell Hall, Ah-gwah-ching. Born 1860. 
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Hahnemann Med. Col. and Hosp. Chicago, 1882. Died 
July 18, 1928. Age 61. 

L. M. Brunet, River Rouge, Mich. Victoria U., 1874. 
Born 1849. 

J. E. LeClerc, LeSueur. Laval, 1893. Born 1868. Age 
61. 

P. S. Vistaunet, Shelly. U. of Minn. 1906. Born 1868. 
Age 61. 

W. E. Browning, Caledonia. 
1873. Age 56, 

The following were not members of the State Medi- 
cal Association at the time of death: 

Geo. Henry Overholt. Albany Med. Col. 1866. Born 
1842. Died Feb. 23, 1928. Age 86. 

Martin L. Murphy, Browerville. Born 1858. Curtiss 
Physio Medical Institute, Indianapolis, 1892. Died 
March 1928. Age 69. 

Pearl D. Winship, Park Rapids. Born 1841. Col. 
Phys. & Surg., Keokuk, Iowa, 1878. Died Feb. 1928. 
Age 87. 

Frans L, Norin, Roseau. Born 1858. St. Paul Med. 
Col. 1886. Died April 6, 1928. Age 69. 

Gustav A. Eisengraber, Granite Falls. 
Minn. Col. M. & S. Minnesota 1901. 
1928. Age 70. 


Edward F. Kennedy, St. Paul. Born 1884. M. Dept. 
Hamline U. 1908. Died Oct. 1928. Age 4. 


Willis Clay, Waterville. Born 1854. Rush Med. Col. 
1880. Died Nov. 30, 1928. Age 74. 


Nelson H. Marshall, Chaska, Minnesota. 
John Wyatt, Minneapolis, Minn. Born 1845. Age 8&4. 


Otis J. Brown, Little Falls, Minn. Born 1856. Med. 
Dept. Western Reserve Univ., Cleveland, 1882. Died 
March 28, 1929. Age 72. 

G. L. Saylor, Hibbing. Born 1851. (Licensed Minn. 
1887.) Died Feb. 1, 1928. Age 77. 

Charles Everett Hartley, Carver. Born 1855. Ben- 
nett Med. Col. Chicago. Died Sept. 19, 1928. Age 73. 

Johannes K. Moen, Minneapolis. Born 1867. U. of 
M. 1893. Died Feb. 3, 1929. Age 61. 

David Albert Locke, Minneapolis. Born 1855. Gen- 
eral Med. Col. Chicago, 1884. Died Feb. 28, 1929. 
Age 74. 

Men of varying powers and personalities were these, 
with lives leading them through many pathways of op- 
portunity and endeavor. But a characteristic common 
to them all was their love for mankind. “Their work 
has been better for their love and their love has been 
sweeter for their work.” 

(Signed) Orca S. Hansen, Necrologist. 


McGill. 1899. Born 


Born 1858. 
Died August &, 


PRESIDENT CHRISTISON: May I ask that the members 
of the House stand with bowed heads for a moment in 
memory of these, our departed brethren. 

The audience arose and stood in silence. 

PRESIDENT CHRISTISON: The next report is that of 
the Committee on Hospitals and Medical Education by 
Dr. N. O. Pearce of Minneapolis. 

Dr. Pearce read the report of the Committee on Hos- 
pitals and Medical Education. 
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REPORT FROM THE COMMITTEE ON HOSPI- 

TALS AND MEDICAL EDUCATION OF THE 

STATE MEDICAL ASSOCIATION FOR THE 
YEARS 1928 AND 1929 


Your committee on Hospitals and Medical Education 
are pleased to report that the program of this committee 
has met with gratifying success during the past year. 

The committee has had three major undertakings, 
the first being, the Extension Courses, second, the 
Toxin Antitoxin Campaign, and third, the Consultation 
Bureau. 

It is unnecessary for me to repeat that the Extension 
Courses are a joint undertaking of the Minnesota 
State Medical Association, the Minnesota Medical 
School and the Extension Division of the University. 
We believe the continued interest in this educational 
endeavor indicates that they are of real value and are 
becoming more popular from year to year. These 
courses are becoming, as they should, a regular part of 
the year’s program for many county society groups. 

Since the first of May, 1928, at which time the work 
of this committee was reported to the House of Dele- 
gates, there have been completed ten Extension Courses. 
There are now three courses in progress, one at Mar- 
shall, one at Mankato and one at Olivia. Letters have 
been sent out to all groups who have had previous 
courses inviting them to get organized for the coming 
year as soon as possible so that the programs may be 
properly arranged. During the past year, courses were 
held for the first time in Mankato, Olivia, Willmar, 
Buffalo, St. Cloud and Wadena. Two of these, as you 
will note, Mankato and Olivia, are starting on their 
second group of lectures. Marshall, Tracy and Tyler 
still carry the distinction of having had the largest 
number of these courses—the one now in progress be- 

‘ing their fifth. 

Your committee thought it might be of interest to 
present statistics representing the cost of and attend- 
ance at these lectures courses and so have compiled 
those of last year for your information. 

Marshall, Tracy, Tyler 

April 17 to June 5, 1928, 25 registrations, cost $185.00; 
cost per lecture, $23.12; 8 lectures, one man each time; 
cost per lecture per person, 92'™%c. 

Worthington 

July 6 to October 9, 1928, 35 registrations; cost 
$112.50; cost per lecture, $18.75; 6 lectures; cost per 
lecture per person, 53%c. 

Mankato 

August 22 to October 24, 1928; 22 registrations; 
cost $160.00; cost per lecture, $16.00; 10 lectures, one 
man each time; cost per lecture per person, 73c. 
Olivia 

September 11 to October 30, 1928; 33 registrations; 
cost $75.00; cost per lecture, $9.37; 8 lectures, one man 
each time; cost per lecture per person, 28c. 

Willmar 

September 20 to November 8, 1928; 20 registrations; 
cost $87.00; cost per lecture, $10.88; 8 lectures, one 
man each time; cost per lecture per person, 58%c. 
Buffalo 

September 20 to November 1, 1928; 12 registrations; 
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cost $27.00; cost per lecture, $4.50; 6 lectures, one 
man each time; cost per lecture per person, 37!.c, 
St. Cloud 

October 1 to November 19, 1928; 18 registrations, 
cost $90.00; cost per lecture, $11.25; 8 lectures, one 
man each time; cost per lecture per person, 62'c. 
Wadena : 

November 13, 1928, to Jan. 29, 1929; 30 registrations; 
cost $246.00; cost per lecture, $22.36; 11 lectures; cost 
per lecture per person, 74%4c. 

Mankato 

Nov. 15 to Dec. 20, 1928; 35 registrations, cost 
$80.00; cost per lecture, $16.00; 5 lectures; cost per 
lecture per person, 46c. 

Duluth 

Dec. 3, 1928 to March 25, 1929; 60 registrations; 
cost $315.00; cost per lecture, $39.27; 8 lectures; 
cost per lecture per person, 65c. 

Marshall 

April 2 to May 14, 1929; 22 registrations; cost 
$160.00; cost per lecture, $22.85; 7 lectures; cost per 
lecture per person, $1.04. 

Mankato 

April 4 to May 2, 1929; 15 registrations; cost $80.00; 
cost per lecture, $16.00; 5 lectures; cost per lecture 
per person, $1.06. 

No. of physicians registering, 327; No. of lectures, 
90; No. of lecturers, 56. 

It will be noted that the cost per person per lecture 
is in no case excessive and in some cases very small 
indeed. 

There are still large districts in the State which have 
shown little or no interest in these courses and we ap- 
peal to you again as we did last year for any sugges- 
tions you might have to arouse interest in this work. 
The best results in the past have come from personally 
presenting details of organization, etc., at County Med- 
ical Society meetings and it is the intention of the 
chairman to visit with Dr. Meyerding and other offi- 
cers of the Association, as many as possible, County 
organizations where they have not had courses during 
the summer and fall. We cannot leave this subject 
without expressing our appreciation of the fine co- 
operation of Mr. Price, the Extension Division, and of 
the Medical School faculty, and we hope that Dr. 
Braasch is taking some pride and satisfaction in the 
progress of this program which he was responsible for 
starting. 


TOXIN ANTITOXIN CAMPAIGN 


Dr. C..B. Wright, the past president of the Associa- 
tion, has during his visits among many county organi- 
zations, been impressed with the fact that rural physi- 
cians have not been sufficiently interested in the matter 
of immunization of small children against diphtheria. 
He presented this idea to the committee on Hospitals 
and Medical Education and in codperation with the 
State Board of Health, plans were discussed for a 
state wide campaign among physicians, with the idea 
of interesting them in this very important prophylactic 
measure. The underlying thought being that if physi- 
cians themselves do not undertake as a part of private 
practice the task of diphtheria prophylaxis among in- 
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fants and juveniles, it will become imperative for the 
State Board of Health or some other organization to 
take this matter in hand. The plan developing, to 
which, unfortunately, sufficient attention has not been 
directed, is to have every physician at the time of birth 
of a child, inform the parents of the importance of 
having the infant immunized against diphtheria and 
small pox on or before they reach one year of age; 
the State Board of Health agreeing upon receipt of 
birth certificate, to send appropriate literature to the 
parents, urging the same idea. 

It was the plan of the committee to send out speak- 
ers, familiar with methods of immunization, to differ- 
ent county medical organizations prepared to make 
demonstrations and give complete data and instruc- 
tions. This has been done in a few cases, but owing to 
the influenza epidemic and other things which have kept 
all physicians so busy this winer and spring, the pro- 
gram has been allowed to lag. Your committee would 
like to invite discussion of the necessity of this project 
and the best means for carrying it out. 

The third activity—the Consultation Bureau—because 
of its recent inception, is today the one of most inter- 
est. The establishment of this Bureau has been under 
consideration by your committee for many months and 
the idea has been presented before a number of 
County Medical organizations and before the County 
Society Secretaries at the recent meeting in St. Paul. 
It has met with the approval of the council, who pro- 
vided the necessary means for the establishment and 
maintenance of this service over a trial period of eight 
or ten months. 

The following letter, which was addressed to all 
members of the Association and which appeared in the 
April issue of Minnesota MEDICINE, sets forth a state- 
ment of the aims of the Bureau and the methods of 
operation : 


ANNOUNCEMENT EXTRAORDINARY 


It is with the greatest pleasure that your committee 
on Education of the State Medical Association an- 
nounces the inauguration of The Consultation Bureau 
for the members of this Association. 

Pursuing the policy that the State Association should 
do all in its power to promote the highest standard of 
medical practice among its members, we have organized 
and placed at your disposal the facilities and resources 
of a consultation service, with headquarters in the 
Saint Paul office of the State Association. 

For the time being the Bureau will be conducted un- 
der the general supervision of a sub-committee of the 
Committee on Medical Education composed of N. O. 
Pearce, Minneapolis, E. H. Hammes, St. Paul, F. J. 
Hirschboeck, Duluth, and G. E. Brown, Rochester, 
with Wm. A. O’Brien, Assistant Professor in Pathol- 
ogy, well known medical authority, as director in 
charge. 

The function of this Bureau is to furnish the mem- 
hers of this Association with prompt and confidential 
information on any subject relating to the practice of 
medicine. The resources of a staff of the most com- 
petent consultants in every line of medical endeavor 
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will assist Dr. O’Brien in obtaining for you the infor- 
mation desired. The Medical Educational Committee 
now has an Extension Course faculty of approximately 
three hundred specialists and it is the plan of the com- 
mittee that this group will furnish the nucleus of a 
consultation staff for the Bureau although Dr. O’Brien 
will feel free to call on any member of the Association 
for an opinion. No question is too trivial and no 
problem too large for you to submit to this Bureau. 

This enterprise of the State Association will furnish 
its members an unexcelled opportunity for a private 
and confidential informal consultation on problem cases. 
The director and his secretary will be the only persons 
to know the identity of the physician making consulta- 
tion request. Prompt reply will be the keynote of this 
service and there will be no charge. 

Telephone or telegram consultations, while ordinarily 
unsatisfactory, will be accepted in emergency cases, all 
such expenses to be borne by the requesting physician. 

A Question and Answer Column in Minnesota MeEp- 
ICINE will be conducted by this Bureau. Watch this 
space for interesting bits of information and case 
analysis. 

Address all communication to Consultation Bureau, 
Minnesota State Medical Association, 11 West Summit 
Avenue, St. Paul, Minnesota. 

N. O. Pearce, 
Chairman, Committee on Medical 
Education. 


While it is too early to make any prediction as to 
the ultimate success of this undertaking, the amount of 
interest and the number of letters and inquiries received 
so far by the Bureau, which has not been advertised 
to the members except by the circular letter and no- 
tice in MINNEsoTA MEDICINE, would indicate that a 
great many of the members of the Association will take 
advantage of and will receive benefit from having such 
a source of information available. 

Before closing the report on the Bureau, I should 
like to ask Dr. O’Brien, director of the Bureau, to pre- 
sent a summary of the work of the Bureau up to this 
time. 

In closing, the committee wishes to express their ap- 
preciation to the officers of the State Association for 
their cordial codperation in furthering the program of 
the committee. A great deal of credit for the success 
of the Extension Courses should go to Dr. C. B. 
Wright, Past President, who has done much to in- 
spire the organizing of local medical groups during his 
travels over the state. 

Dr. Christison has shown a lively interest in the 
Welfare Bureau, and your chairman has received much 
valuable advice in discussing matters with Dr. Herman 
Johnson. 

The program owes a great deal to Dr. Meyerding and 
his headquarter staff, who give us prompt, intelligent, 
reliable and efficient service, with unfailing courtesy on 
every occasion. And lastly, the chariman would like to 
express his appreciation of the codperation and help of 
the other members of the committee. 

This report is respectfully submitted. 

N. O. Pearce, Chairman. 
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Dr. WricHt: We commented on the excellence of 
this report, and the amount of work this Committee is 
doing. This is one of the most important activities 
of the Association, and we felt we should simply 
present this report without any particular comment, 
except as to its excellence. We hoped there would be 
discussion of this activity with regard to its possible 
betterment in any way. 

PRESIDENT CHRISTISON : 
something about it, please? 

Dr. W. A. O’Brien (Minneapolis): The Consulta- 
tion Bureau was started March 21. Since then we have 
been called on thirty-one times for assistance. It was 
our idea to help men in the profession who, when they 
struck a snag in handling a patient, wanted some in- 
formation. It is rather nice to know that over half 
of the inquiries have been along those lines. We have 
had nine questions on therapy, new drugs, and one 
inquiry on patent medicine. That was in regard to 
Professor Funder’s tablets. Every one of you know 
who Professor Funder is. He has devised a sure cure 
for ulcer. 

We had two inquiries on legal matters. One man 
wanted to know what sort of books to buy. Another 
man asked about a certain Journal, and another was 
particularly anxious to know where he could get sur- 
gical training. There were other questions on such 
varied subjects as: How to keep the patella up; What 
are the possible complications of a, patient with otitis 
media; The question of differential diagnosis between 
Hodgkin’s disease and pseudoleukemia. One man 
wanted an assistant, which we were very glad to get 
for him. 

We hoped to make this a very good service. We 
have tried to do that, but there are many questions 
that stick us. We answer each question as soon as 
we receive it. We feel it is very much better to send 
a well thought out answer than a half-baked letter in 
reply. 

This service seems to be filling a need. These ques- 
tions are coming in rather regularly now, and in the 
coming Journal we are going to publish some of the 
more interesting ones, which will answer questions for 
more people and stimulate interest in the Bureau. 

When a man sends me a question I immediately be- 
gin to scratch my head as to who will be the best man 
to answer it. I get busy on the telephone, and very 
often by letter, sometimes writing three or four men 
for an opinion on a question. In that way I get a rep- 
resentative view. The letters are kept in a personal 
file, and the person asking the question is not known 
to any of the members. (Applause.) 

PRESIDENT CHRISTISON: Are there any further re- 
marks? 

Dr. B. S. Apams (Hibbing): I just want to offer 
my appreciation to Dr. O’Brien and his Committee. I 
had occasion to write an inquiry after this Bureau was 
started. The answer was prompt, very courteous, very 
complete, and very satisfactory. I read the Medical 
Journal. The answer came first, and it was very satis- 
factory. It is fine work. 

Dr. FisHBetn: We have found an increasing demand 
for this type of service in the past five years. Dr. 


Dr. O’Brien, will you say 
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Pierce and Dr. O’Brien were down at the headquarters’ 
office and talked the service over with us before it was 
undertaken here in Minnesota State. 

We receive about thirty questions a day from doctors 
all over the country specifically having to do with such 
matters as Dr. O’Brien mentioned here. This does not 
include requests for references to the literature, or re- 
quests for package library, but questions having to do 
with difficult diagnoses, having to do with the treatment 
of disease, and having to do with medico-legal sub- 
jects. 

The most serious questions to handle are those that 
deal with medico-legal subjects, because on several oc- 
casions we have found that the answers we sent were 
being taken into court and used as evidence. Of course, 
that is a difficult matter and is likely to involve the 
organization in troubles that are not proper to the 
organization. 

The most rapidly increasing group of questions that 
we have to deal with are those which concern indus- 
trial disease, and that, of course, is a problem which 
is just beginning to interest the medical profession in 
an organized way. I suppose we have an average of 
two or three questions each day having to do with the 
hazard involved in chromium plating, Duco painting, 
and the use of benzol and ethyl gas. 

All our questions are referred to men who are recog- 
nized as authority throughout the United States. If 
we do not know a man who is an authority in any 
particular field, we look up the literature on the sub- 
ject and send the question to two or three men who 
have made original investigations. This naturally in- 
volves some delay in the answer, but in several instances 
we have had telegrams for advice as to the treatment 
of a patient. It is impossible for any physician at a 
great distance to advise the treatment of a patient on 
the amount of information given in a telegram. Our 
common suggestion in those cases is to call in the 
nearest other physician as a consultant, with the idea 
that two minds will be better than one. It is a very 
hazardous thing to prescribe for a patient where you 
have about three lines of symptomatology, so we try 
to aveid direct answers in such cases by merely sending 
references to easily available literature. 

This thing has grown very large in the Journal of 
the American Medical Association. Five years ago we 
had half a column to one column devoted to questions 
and answers per issue. We now run from two and one- 
half to four pages of questions and answers per issue, 
and we don’t begin to print all that we receive. 

We very soon found it was important to begin filing 
fifteen to twenty reprints of each answer that was put 
into type because questions begin to duplicate them- 
selves very promptly, and it is possible to merely go 
through the files and pick out six or seven answers 
that have been printed previously and send these as 
answers to questions that come in. 

On the whole, I believe this is probably one of the 
most valuable services the organized profession can 
render te the individual member. The organization is 
constantly being asked what it does for the individual 
physician, and this represents a real service for the in- 
dividual physician. (Applause.) 
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PresipeENT CuHRIsTISON: If there are no further re- 
marks, the Chair will entertain a motion to adopt this 
report. 

Dr. C. L. Haney (Duluth): I so move. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT CHRISTISON: We will now listen to the 
report of the Committee on Contract Practice by Dr. 
Webb of Minneapolis. 

Dr. Webb read the report of the Committee on Con- 
tract Practice. 


REPORT OF COMMITTEE ON CONTRACT 
PRACTICE 


Your committee met March 30, 1929, at the St. Paul 
Athletic Club. Members present: Drs. McCloud, Col- 
vin, McCarthy, White, Oerting and Webb. 

The report of the committee of the previous year 
was read and informally discussed. The absence of 
action or recommendations concerning this report by 
the House of Delegates relieved us of special consid- 
eration. 

It was the sense of this committee that we should 
exist to consider and act on things referred to the 
committee. 

The report of the committee of the previous year 
showed that contract practice of medicine and surgery 
exists in Minnesota in a great many forms which are 
accepted and approved and most of which is a matter 
of necessity. The conditions of these various forms 
of contract practice are nearly all satisfactory to the 
medical profession. Recommendations were made last 
year concerning a few unsatisfactory conditions. 

A form of contract practice which affects nearly all 
active practitioners in our state and to which very 
little constructive attention has been given recently by 
our state association, has been the care of injured em- 
ployees under the terms of the Workmen’s Compensa- 
tion Act. 

The laws have been passed by our state legislature 
concerning these injured employees. These laws are 
being improved and amended each session of the legis- 
lature and the state supreme court is settling disagree- 
ments and establishing new rules as a result. 

Contracts with business and industry are in effect 
with insurance companies. Nearly every angle of the 
necessary contracts for carrying out this work has been 
covered by the various business interests involved. 

The remuneration for medical services is to date 
covered by the words of the law which state that the 
charges shall be the usual charges to persons in the 
same community of similar station. Practically, how- 
ever, a great many of these people would never be able 
to pay anything for medical services. The charges made 
by the profession are the same for these people as for 
ordinary regularly salaried people who would pay their 
way. The insurance companies are never given the 
benefit of a discount for services to people of the 
poorer class. 

Business, represented by the insurance companies is 
not unmindful of this condition. When, therefore, the 
injured person is of higher standing, they object to 
proportionately higher charges. 
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The lack of a definite minimal or maximal fee sched- 
ule for the medical care of the injured employees has 
brought about a great many disputes between members 
of the medical profession and insurance companies. 
The Hennepin County Medical Society has established 
a committee to whom such disputes may be referred 
for arbitration with a similar committee from the in- 
surance companies. 

The conditions of medical care of injured employees 
recently became acute in New York. The report of 
Professor Rogers, published in the New York World 
was discussed by your committee. He described the 
unprofessional practices of fee splitting and whiskey 
prescription writing, etc. He stated that many of the 
evils complained of were due to the indifference and 
inaction of medical societies. 

Your committee discussed the fee schedule of the 
state of Ohio for the care of compensation cases. The 
fee schedules of the State Accident Commissions of 
Oregon and Washington were also discussed. 

In the present session of the Minnesota State Legis- 
lature, an effort was made to pass a law giving the In- 
dustrial Commission the right to establish maximum 
medical and surgical fees. This is an effort on the part 
of business to place this work on a more dependable 
basis. 

The Committee on Contract Practice is impressed 
with the necessity for a study of fee schedules and 
feels that the time is fast approaching when, if we do 
not establish a schedule, that the matter will be settled 
without our assistance by the business interests. At 
present, for example, a majority of the doctors through- 
out the state charge the same fee for office visits, in 
compensation cases. There are some doctors, however, 
who charge more and there are some very capable 
doctors who charge less. When business furnishes us 
with a fee schedule we know which fee will be selected. 

Your committee requests the House of Delegates to 
take action requesting or disapproving the drafting of 
a fee schedule applying only to medical services ren- 
dered to cases covered by the Workmen’s Compensation 
Act. 


Very respectfully yours, 
CoMMITTEE ON CONTRACT PRACTICE 
Roscoe Wess, Chairman. 


PRESIDENT CHRISTISON: Dr. Wright, has your Com- 
mittee any comments to make on this report? 

Dr. WricHt: We went over this report and talked 
about it a long time. None of us was very familiar 
with contract practice, and we couldn’t come to any 
conclusion. There are a number of controversial points 
which we believe should be emphasized and thoroughly 
discussed by this Association. 

Dr. Webb stated that the Workmen’s Compensation 
Commission, or probably the insurance companies, in 
other words, tried to establish a maximum fee. We 
had this thing before the legislature because we felt 
that the establishment of a maximum fee would not 
only be very bad for the profession, but might react 
on the patient because attempts were being made to 
reduce the fee. If they were willing to let the maxi- 
mum fee go as high as they wanted, all right. There- 
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fore, if you are going to reduce the cost and set a 
maximum fee, you must have that fee lower because 
everybody is going to charge a maximum fee. No man 
is going to belittle his own service. 

This fee schedule thing is another matter which is of 
very great importance. Are we going to wait until the 
state legislature is going to attempt to make a fee 
schedule, or are we going to get together on a mini- 
mum price? Some of the insurance companies are 
forcing a fee schedule down the throats of the younger 
men. 

We haven’t recommended the report because we are 
too much in doubt. We hope for a clean-cut discus- 
sion on this whole question, with possibly some decisive 
end. 

PRESIDENT CHRISTISON: Does any other member of 
the House of Delegates desire to offer anything upon 
this report? It seems to me this is a matter of some 
importance. 

Dr. F. H. Macney (Duluth): Anyone who is doing 
any compensation work at all is well aware of the fact 
that the insurance companies are trying to cut down 
fees in every way they can. Some companies are be- 
coming so bold as to try to sign us up on contract for 
a maximum fee. I don’t know how it is in the rest 
of the state, but I think there is a little competition in 
Duluth. Some men are rather favoring the insurance 
companies in order to get more of their work. Per- 
sonally, I have charged less for compensation work 
from that type of patient, and I don’t think my fees 
are large. Many of the insurance companies have in- 
structed their companies in foreign labor not to send 
any more work to me than is absolutely necessary. 

It is time we were doing something on this estab- 
lishing of a fee basis. Surely, before long the insur- 
ance companies are going to establish a maximum fee 
basis which will not be very desirous. 

Dr. A. G, CHaApBourNn (Heron Lake): I wonder if 
some of the rest of you gentlemen ever got any sched- 
ules sent out by two or three different companies. If 
I am not mistaken, I think I have in my office a sched- 
ule from the Fidelity Company of Gaylord, or some- 
where up there. I have another one that I think is 
from the United States Fidelity, but I wouldn’t want 
to swear to it until I had looked it up. Both of them 
sent schedules. If I am not mistaken, the one from 
Gaylord was higher than the other one. 

Contrary to the doctor from Duluth, I charge more 
for the liability cases to the company than I do for 
the individual who comes to my office. Another thing: 
You get more for the individual call and the individual 
work, office dressing and things of that kind, than we 
boys do in the country. 

That might be a little point, but I believe in one in- 
stance I was asked to sign an agreement. That was 
some two years ago. I was asked to sign an agree- 
ment that I would charge no more than they had. 
Those fees were about the same that I was charging, 
and I believe I signed it. I was foolish, wasn’t I? 

Dr. H. M. Jounson: I haven’t much to say, except 
that the compensation law as it now exists in Minne- 
sota provides that you are entitled to charge as much 
for your industrial work as you would be entitled to 
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charge for the same kind of case in your community, 
The law also provides that if you are overch ging, 
the Commission has a right to cut your fees down, 
You don’t have to take anything less than you are 
used to getting, but if you go too much above what 
they think you are entitled to, the Commission w'!! cut 
the fee, which I understand has actually happened in 
some cases where the fee for industrial work has been 
extremely high. I think it has worked out fairly well, 

It might interest this gentleman to know that the man 
who introduced that amendment to the Compensation 
Act, whereby the State Industrial Commission cou!d set 
up our fees, lives in Gaylord. He is a senator, and 
there might be some connection between that bili and 
the insurance companies—possibly the Industrial Com- 
mission, because the Industrial Commission presented 
the bill. 

Dr. W. A. Coventry (Duluth): I should like to state 
that we often have a fee schedule thrust on our desks 
which they ask us to sign. It is absolutely ridiculous; 
for instance, one dollar for an office call, and you do 
the dressing and furnish the material. As is well 
known, the man who comes around to try to induce you 
to sign your name to this schedule as an M.D. is an 
agent for this insurance company. He puts it up to 
you that everybody else in the state has signed it, and 
why don’t you sign it. A few of the weak ones did. 
We haven’t yet. 

It is that type of propaganda by one of our own 
medical men—Il don’t know whether he is a member 
of the Society or not—that is getting under the skins 
of a lot of fellows, and in that way they sign a sched- 
ule that is absolutely ridiculous. 

PRESIDENT Curistison: If there are no further com- 
ments, the Chair will entertain a motion to adopt this 
report. 

Dr. W. A. Jones: I move its adoption. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT CHRISTISON: The next report is that of 
the Radio Committee by Dr. Maxeiner of Minneapolis. 

Dr. W. A. O’Brien read the report of the Radio Com- 
mittee at the request of Dr. Maxeiner. 


REPORT OF RADIO COMMITTEE 


Sixty radio programs were broadcast under the direc- 
tion of the Radio Committee from April 3, 1928, to 
April 30, 1929. Fifty-eight programs were sent out 
from Station WCCO and two from KSTP. 

Regular health service programs were started at Sta- 
tion WCCO April 3, 1928, and have continued to date. 
Every Wednesday morning at 10:15 (summer) and 
10:30 (winter), Dr. W. A. O’Brien, Assistant Professor 
of Pathology, University of Minnesota, has given a 
fifteen-minute talk on a selected medical topic. (See 
attached list). The majority had been requested by 
members of the radio audience. Ideas have also come 
from current events, local and national health drives, 
and seasonal diseases. 

When Station WCCO officials met with the Radio 
Committee in March, 1928, the following plan was 
drawn up: 
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(1) The time and facilities of the Station—once a 
week and other special occasions—would be donated 
to the Minnesota State Medical Association. If we had 
to pay for this, it would have amounted to several 
thousand dollars. 

(2) Only State Medical programs would be broad- 
cast, and all medical advertising would be passed on by 
the Committee. This was voluntary on the part of 
WCCO. The Station has conformed strictly to the 
standards laid down by the American Medical Associa- 
tion. In one instance alone, a contract which would 
have paid many thousand dollars was refused by 
WCCO because of its objectionable nature. 

(3) The talks would not be written and read, but 
would be talks in the true sense of the word. This 
has been done and has added greatly to the effectiveness 
of our program. 

(4) While radio mail would be solicited, no diagno- 
sis could be made or treatment suggested. In spite of 
this the volume of mail has been very great and many 
suggestions have been received in this way. The let- 
ters have been answered by Dr. O’Brien in person and 
a complete file has been kept. 

As a result of the excellent response to our programs, 
the Station enlarged the morning service January 2, 
1929. A five-piece orchestra now precedes and follows 
our service, and in addition, many other worthwhile 
features have been incorporated. 

From the mail received, it was found that we reached 
Minnesota, North and South Dakota, northern Iowa, 
and Wisconsin. It is impossible to know exactly how 
many people listen to any program. Radio officials 
know the number of potential listeners, based on re- 
ceiving sets and population. WCCO has a dependable 
audience of 1,264,936. There is a possible additional 
audience of 1,715,012. This gives a total possible audi- 
ence of over 3,000,000 people. From estimates based on 
comments received, it is probable that our weekly au- 
dience is over one-half million listeners. We have tried 
to give the people what they want. The regularity and 
permanence of our service has also increased with the 


_ number of listeners. 


Good publicity has been given by all the papers and 
the stations. Announcement of the program appears in 
Twin City papers on Sunday and Tuesday evening and 
Wednesday morning. In addition it is announced at 
least twenty times a week from the Station. 


Replies indicate that we have had regular listeners 
from the very beginning. At a convention of women 
in St. Paul during the past winter, over two-thirds of 
the three hundred persons assembled indicated that they 
were listeners. Health clubs have organized in several 
parts of the state. In addition copies of radio talks 
have been read at a large number of club meetings. 

Most of the audience is composed of women and sick 
persons. Women are vitally interested in health mat- 
ters and through them we reach the family circle. In- 
valids and convalescents make up a large part of our 
audience. Because of this, great care is taken to ap- 
proach all medical problems from an optimistic view 
point. Everyone likes the more cheerful side of the 
health message. There is little interest in national 


health problems. There is a great deal of interest in 
personal illness. 

Your Committee feels that the radio is one of the 
most effective means of reaching a large number of 
people in a very direct personal way. By constantly 
keeping before them scientific facts and the high ideals 
of the medical profession, much good can be done. 
We earnestly request that this service be continued. 
We also wish to express our appreciation of the cour- 
tesy and codperation received from WCCO. It would 
be desirable to have a regular system of supplying 
copies of the radio talks to those who wish them. 
Regular radio service under the auspices of this asso- 
ciation will do a great deal to make the people of the 
Northwest “health-conscious.” 


HEALTH SERVICE PROGRAMS WCCO 
Every Wednesday A. M. 
April 3, 1928 to April 39, 1929 


The Modern Health Problem 
Well Balanced Diet 

Fresh Air 

Rest and Sleep 

Prevention of Diphtheria 
Typhoid Fever 

Maternal and Infant Hygiene 
The Goiter Problem 

Care of Wounds 

Rabies 

How We Breathe 

Diseases of the Liver 
Outlook for Young Diabetics 
The Circulation of the Blood 
Vitamines 

How the Well Can Help the Sick 
What is a Neurotic? 

How We Hear 

The Cause of Cancer 
Cathartics and Appendicitis 
Factors in the Health Problem 
Cancer of the Stomach 
Correcting Nature’s Mistakes 
Cause of Anemia 

Getting the Children Ready for School 
Heat Stroke and Exhaustion 
Obesity 

Cancer of Breast and Uterus 
Foreign Bodies 

Paralysis and Will Power 
Conquest of Tuberculosis 
Influenza 

Gas Poisoning 

Children and Tuberculosis 
Why We Worry 

Physical Activity 

What Is Arthritis? 
Tularemia—a Disease of Animals and Man 
The First Year 

Fish as a Food 

Burns 

Ultraviolet Rays 

Gall Stones 
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The Care of the Teeth 

What the Modern Hospital Means to You 

Problems of Maturity 

Fractures 

Varicose Veins 

Emotional Instability 

High Blood Pressure 

Medical Superstitions 

Mucus Colitis 

Hay Fever 

Cosmetic Nostrums—Dr. Arthur J. Cramp, American 
Medical Assn. 

American College of Surgeons—David Jolly, Houston, 
Texas 

Periodic Health Examination—Dr. W. D. Haggard, 
Nashville, Tenn. 

Keeping Fit—Mr. R. O. Jones, Gorgas Memorial 

Teen Age Problems—Dr. W. A. O’Brien (Hennepin 
Co. T. B. Assn.) 

Pre-school Child—Dr. W. A. O’Brien (Federation of 
Women’s Clubs) 

Installation of President American Medical Association 

S. R. Maxerner, M.D., Chairman. 


PresipENT Curistison: Dr. Wright, has your Com- 
mittee any remarks to make? 

Dr. WricHt: We move its adoption with commen- 
dations. 

Dr. H. M. Jounson: I second the motion. 

Dr. W. A. Coventry (Duluth): I make the sug- 
gestion that a vote of thanks be extended by this So- 
ciety to WCCO for their many courtesies, and also to 
Dr. O’Brien. For years past we have never had radio 
programs that have been put over as they have by 
Dr. O’Brien, and which have had such a popular appeal. 

PRESIDENT CHRISTISON: We have nobody else who 
can do those things in exactly the way Bill does them. 

It has been moved and seconded: that the report of 
this Committee be adopted, and that the thanks of this 
Association be extended to WCCO for their codpera- 
tion, and so on, and so forth. 

The motion was put to a vote and carried. 

PRESIDENT CHRISTISON: The next report is that of 
the Committee on Public Policy and Legislation. That, 
of course, is the real committee. I am not on it now, 
so I can say that. I think Dr. Sogge is going to read 
this report for us. 

Dr. L. Sogge read the report of the Committee on 
Public Policy and Legislation. 


REPORT OF COMMITTEE ON PUBLIC POLICY 
AND LEGISLATION 


A careful summary of the activities of the Legis- 
lative Committee has been sent in a letter to every 
member of the profession. We hope you have read this 
report and familiarized yourself with the contents. It 
is entirely impossible to give any detailed account of 
how legislation is accomplished, or the many angles in- 
volved. One can only become familiar with the work- 
ings of the legislative body by close and intimate con- 
tact with individual members, as most of the work 
is done for or against a bill, before it comes up on the 
floor of the House, and what appears in the newspapers 
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or what you hear in the Legislature is sometimes for 
effect on the public. Most of the legislators have made 
up their minds how they are going to vote on certain 
bills, and know all about them before they come up, 
The friendships made in both houses during the last 
two sessions have been maintained and strengthened 
in the present session, and many new friends have 
been found who were interested in the legislation pro- 
posed by the medical profession. 

One of the first problems the Legislative Committee 
had to face was the fact that no money had been al- 
lowed in the Budget for the State Venereal Laboratory, 
There are various reasons why this had occurred, 
which we do not care to go into in detail. But the 
Committee immediately took steps to iron out those 
difficuities, which was no small task. Meetings were 
had with the State Board of Health, the Governor, the 
Big Three, and various members of the Appropriations 
Committee, and when full information as to its value 
had been shown up and other angles straightened out, 
an appropriation of $17,500.00 a year was allowed and 
passed. The State Board of Health assures us that 
this will take care of the laboratory so its efficient work 
can be continued in the future as it has in the past. 

All of the bills which were opposed by the Legis- 
lative Committee were killed or modified in such a way 
that they were acceptable, and the bill which we under- 
took to pass very late in the session, went through 
with large majorities in both houses. 

There were two attempts made to disturb the Basic 
Science law. The most detrimental one was the last 
Naturopathic Bill, which provided that they be granted 
Basic Science certificates without examination. 

The Naturopathic Bill, which had a very powerful 
lobby, lead by an ex-congressman and a former mem- 
ber of the House, was so well handled in committee 
and the members were so well informed on this bill 
beforehand, that the only time it appeared on the floor 
of the Senate was when they tried to reject the Pub- 
lic Health Committee’s report, which attempt failed. 
Another bill which was submitted died in committee 
without a hearing, although every effort was made to 
bring it out, especially the last night. They didn’t ex- 
pect to pass the bill, but they wanted to orate on it. 

The amendment, establishing a maximum fee for 
compensation work, was defeated in committee due to 
careful work showing the ultimate results of such a 
law and careful presentation to members of the com- 
mittee. 


The bill opening up the hospitals to the various cults 
was killed in committee. We were somewhat surprised, 
however, at some of the friends of this bill in the leg- 
islature, and without careful handling and excellent ed- 
ucational work before the House and Senate, this bill 
might have stood a fair chance of passage. 

The bill, placing the licensing of masseurs under the 
State Board of Medical Examiners, was successfuliy 
passed. This work was not started until late in the 
session, however, because we were not informed of the 
methods of the Massage Board, and it required a tre- 
mendous amount of hard work, both in getting infor- 
mation and presenting the facts before the House and 
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Senate, and very careful manipulation by the friends 
of the bill to get it to a final vote in the Senate. 

The usual anti-vaccination and anti-vivisection bills 
would likely have been introduced if the profession 
hadn’t been represented here. Also the osteopaths at 
one time proposed to introduce a bill which would 
have given them more rights and privileges. We can- 
not tell what other legislation would have been intro- 
duced if the profession hadn’t had representatives look- 
ing after their interests. 

In closing we wish to say that the Legislative Com- 
mittee, at the beginning of this session, didn’t believe 
there was much necessity of being on the job continu- 
ously. But the Legislature hadn’t been in session more 
than two or three weeks until we found things had 
piled up so it was more than one man could take care 
of; as the letter tells you fully about this, we will not 
repeat it here. The committee now realizes from past 
experiences that the Association might as well assume 
that during every session of the Legislature there will 
be groups of self-seeking individuals who will try to 
get permission from the State to legalize some quick 
method of earning a living, on the most gullible of 
human-beings, those who are sick. And further, these 
groups are not only busy during the legislative session 
but they are busy all the year around. Therefore it is 
necessary that the Association guide itself accordingly. 

PRESIDENT CHRISTISON: Dr. Wright, has the Ref- 
erence Committee any comments on this report? 

Dr. WricHt: None whatever. 

PRESIDENT CuRIsTIsSON: If there are no further re- 
marks, a motion to adopt this report is in order. 

Dr. A. G. CHapBourN (Heron Lake): I move its 
adoption. 

Dr. Armstronc: I second the motion. 

PRESIDENT CHRISTISON: Unless the Chair hears ob- 
jection, this motion will be declared carried. 

Next is the report of the Committee on State Health 
Relations. I believe you have a resolution on that, Dr. 
Wright. 

Dr. WricHt: Dr. Sweetser has it. 

Dr. T. H. Sweetser read the report of the Com- 
mittee on State Health Relations. 


REPORT OF THE COMMITTEE ON STATE 
HEALTH RELATIONS 


Several meetings of all or parts of the committee 
have been held; members of the committee have es- 
tablished contacts with various official health organiza- 
tions of the state, and a study of conditions in differ- 
ent parts of the state has been carried forward by 
members of the committee residing in the different lo- 
calities. 

A proposal made last year that all agencies doing pub- 
lic health work in Minnesota should be placed under 
the State Board of Health was studied further and has 
been laid on the table indefinitely. 

The chairman and some of the members of the 
committee have attended the quarterly meetings of the 
State Board of Health and have conferred repeatedly 
with those in charge of the Board of Health work. 
The work of the division of child hygiene in particular 
has been studied. A questionnaire was sent to the sec- 


retaries of the various county and district societies; 
answers have been received from a fair number but 
not all of them. 

Finding that in some parts of the state the organized 
medical profession is rather out of touch with the 
various official and unofficial health agencies and that 
in some places there is adverse criticism of some of 
the work of some of the health agencies, the commit- 
tee has advised each county and district society to ap- 
point a public welfare committee to maintain contact 
with and influence policies of local health agencies. We 
find that some of the societies already have such a com- 
mittee and are apparently well satisfied with the ar- 
rangement. In some districts the contact is maintained 
through individual doctors, sometimes to the satisfac- 
tion of all concerned; in some districts there appears 
to be no definite contact. We feel that some of the 
difficulties of the past have been based simply on lack 
of contact between the doctors and the public health 
agencies, resulting in misunderstanding and consequent 
friction. 

The general problem of payment of local doctors for 
public health work is being studied by a sub-committee. 

With the approval of the Council of the State Medi- 
cal Association and of the State Board of Health, the 
committee is undertaking to publish in MINNESOTA 
MepIcINE such extracts from the minutes of the 
quarterly meetings of the State Board of Health as may 
be of interest to the medical profession, securing, of 
course, the approval of the officers of the State Medical 
Association and the President and Executive-Secretary 
of the Board of Health. 

At a meeting in February, the committee listened to 
and took part in a discussion of the national maternal 
and infant hygiene act (Sheppard-Towner). The mat- 
ter was referred to the Council with the note the com- 
mittee did not favor further extension of the national 
Sheppard-Towner act. This note was based on a feel- 
ing that the subject was not one which should be 
handled permanently on a national basis by the method 
of “matching of funds,” but should be handled by each 
state as it might see fit to do. No opposition was 
voiced regarding the work in Minnesota under the 
State Board of Health, as it is recognized that the 
Board of Health has attempted to carry on the work in 
codperation with the recognized medical profession. 
There have been misunderstandings and errors, but 
where definite contact with the medical profession has 
been established, the feeling has usually been cordial. 
The American Medical Association voiced its disap- 
proval of a national Sheppard-Towner act some years 
ago, but apparently no action has been taken by the 
State Association. 

Dr. T. H. Sweetser: A resolution has been adopted 
by the Committee on State Health Relations. I should 
like to have the House of Delegates approve this reso- 
lution : 

“Whereas, the replies to a questionnaire sent to all 
health officers in Minnesota by the Minnesota State 
Sanitary Conference show that rates of pay for health 
work now and for many years past have no uniformity 
and apparently no common basis such as the popula- 
tion served, the character of the work required, the 
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conditions of service, etc., and that the rates in gen- 
eral are unsatisfactory ; 

“THEREFORE BE IT RESOLVED, That the 
House of Delegates of the Minnesota State Medical 
Association recommend that each and every county or 
district medical society consider the situation and the 
conditions in their respective areas for the purpose of 
drawing up a scale of satisfactory minimum fees for 
the different items of health work done in their areas, 
this scale to be observed by all members of the Medical 
Society.” 

I might say that this applies to public health work by 
the local doctors working for the county boards, and so 
forth, doing throat cultures, putting on quarantines, 
and that kind of thing. 

It has been found in some cases, where newcomers 
have come into the area, that they have charged ridicu- 
lously low fees. After those fees have been charged, 
the men who have worked there a long time and 
charged the regular fees have been unable to collect 
their regular fees. I think a scale of minimum fees 
would help. 

The Committee discussed informally the problem of 
fees for work in the Veterans’ Bureau, but there has 
been no request for the Committee to take up that 
matter. They felt that until there was, we would not 
make any recommendation in that regard. 

There has been some confusion in the minds of some 
members of the Committee as to the function of the 
members of these committees. We have been thor- 
oughly mixed up with the Committee on Public Health 
Education and, recognizing the need of codperation in 
these matters, Dr. Earl is now a member of our Com- 
mittee, and I am a member of his committee so that we 
can work together. We also work in codperation with 
the Legislative Committee. 

There is one other recommendation we should like 
to make, and that is that the House of Delegates of- 
ficially request the Minnesota Board of Health to pre- 
pare and distribute placards advocating immunization 
of children against diphtheria by the family physician 
within the first eighteen months. I understand they 
are preparing to distribute such placards to the physi- 
cians, as well as to distribute them elsewhere, and it 
seems to me that moral support from the Medical As- 
sociation in this matter would be quite proper. 

PRESIDENT CHRISTISON: Has the Reference Com- 
mittee anything further to say on this matter? 

Dr. Wricut: I move the report be adopted. We 
also move the passage of this resolution, which only 
means a recommendation to the local society. They 
take this matter up and appoint a committee to deal 
with the matter in their district. 

The question of placards was mentioned in Dr. 
Pearce’s report. As I remember the Reference Com- 
mittee’s action on that matter, I believe they thought 
that should be done. 

I move the adoption of this report, and the adoption 
of the resolution and recommendation regarding plac- 
ards. 

Dr. W. A. Coventry: I second the motion. 

The motion was put to a vote and carried. 
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PRESIDENT CHRISTISON: I am sure you will all be 
interested to know that in spite of the fact that this js 
nothing but a Ramsey County Medical Society meeting 
today, as far as the reading of papers and presentation 
of cases is concerned, up to date the total regisiration 
is 512. (Applause.) 

The next report is that of the Heart Committee, Dr. 
Hirschboeck of Duluth. 

Dr. F. J. Hirschboeck of Duluth read the report of 
the Heart Committee. 


HEART COMMITTEE 


The Heart Committee, whose appointment was au- 
thorized by you, has been formulating plans for the 
conduct of its working program. 

Committees of a similar nature have been working 
actively in most of the States of the Union, and it is 
hoped by the Committee that its work will be en- 
couraged by the medical personnel of the State, so 
that Minnesota may maintain the important position 
it holds in health matters in this country. 

The Committee realizes that it is unwise during the 
early period of its existence to develop its lines of ef- 
forts too broadly, and it feels that its primary effort 
should be along the lines of enlisting the codperation 
of the medical profession in the State. The State Com- 
mittee plans on codperating with the American Heart 
Association, but for the present does not wish to af- 
filiate itself with any national, state or county tubercu- 
losis association, or local boards of health, until the 
work is more definitely established. Publicity cam- 
paigns with the laity for the present are to be studious- 
ly avoided, and major attention focused on work 
among the physicians themselves. The plan at present 
calls for the following: 

(1) The establishment of a uniform classification of 
heart disease, as suggested by the committee on classi- 
fication appointed by the Heart Committee of the New 
York Tuberculosis and Health Association, in this 
State should be one of the first considerations in de- 
veloping a uniformity of understanding in the pro- 
fession. 

(2) Based on this classification, mortality statistics 
for the next few years, showing the death rate from 
heart, vascular and kidney diseases, by age and sex 
groups, should be more carefully studied and more 
suitably classified, so that working data may be pro- 
cured. 

(3) The incidence of preventive cardiac diseases, 
namely, those induced by rheumatic fever and syphilis, 
and the relationship between heredity and hyperten- 
sion should be ascertained. In order to procure data 
necessary for this statistical study, the profession 
should be provided with handbooks giving the classi- 
fication of heart disease as codified. 

(4) It is planned that the aid-of the county medical 
societies be enlisted in devoting one program each year 
to the study of heart disease, and that symposia of 
of heart disease be added to the larger programs when 
practicable. 

(5) Graduate instruction may be obtained through 
the University Extension Course, and a list of lectur- 
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ers, not members of the Heart Committee, will be sent 
to the secretaries of the county societies, so that com- 
petent lecturers may be selected. 

(6) An editorial or series of editorials is to appear 
in MinnesoTa MEpIctNE, under the name of the Heart 
Committee, for the purpose of enlisting interest in the 
profession in this State. 

(7) Through the courtesy of Dr. Willius, of the 
Mayo Clinic, a scientific exhibit is to be shown at the 
State Meeting, under the personal charge of the sec- 
retary of the Committee, which will endeavor to pre- 
sent various features before the profession. 

We feel that this effort at bringing about a closer 
understanding in the profession of the problems in- 
volved should be the first step in the work of the Com- 
mittee, to be followed subsequently by efforts along 
other channels as the occasion demands. 

F. J. Hirscupoeck, Chairman. 


PRESIDENT CHRISTISON: You have heard the report 
of this Committee. Dr. Wright, has the Reference 
Committee any comments? 

Dr. Wricut: The Reference Committee wishes to 
commend this report and the policies of the Heart 
Committee. I move this report be adopted. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT CHRISTISON: Next is the report of the 
Committee on Military Affairs, Dr. Ralph T. Knight of 
Minneapolis. 

Dr. Knight presented the report of the Committee on 
Military Affairs. 


REPORT OF THE COMMITTEE ON MILITARY 
AFFAIRS 


This committee has not been called upon during the 
last year to carry on any active work. The chairman 
of the committee, however, was asked to help the His- 
torical committee by gathering all possible facts re- 
garding the parts which have been played by Minne- 
sota medical men in military affairs and in military 
medicine, and the committee is at work on this. 

Respectfully submitted, 
Ratpeo T. Knicut, Chairman. 


Dr. WricHt: I move the adoption of this report. 

The motion was regularly seconded, was put to a 
vote and carried. 

PRESIDENT CHRISTISON: Next is the report of the 
Historical Committee, Dr. Hamilton of Minneapolis. 

Dr. A. S. Hamilton read the report of the Historical 
Committee. 


REPORT OF THE HISTORICAL COMMITTEE 


In our report of June 11, 1928, a statement was made 
of the headings under which the history was being 
prepared. Further experience has caused us to doubt 
the wisdom of some of the headings chosen and some 
of the chapters will certainly be elided. 

Early in its experience, also, the Committee decided 
not to employ anyone to look up the records for us. 
It was the feeling of the Committee that it would be 
extremely expensive to hire anyone to undertake this 


work, and, in the end, would probably not produce the 
information that we desired and we felt it better to 
leave to each man to pursue his investigations as a 
labor of love. 

Several of our chapters are now fairly well in hand 
but there is still a tremendous amount of reading to 
be done and the Committee sees no immediate pros- 
pects of being able to submit the cost of final pub- 
lication beyond the fact that the work will be kept 
within the limit that the society is willing to pay for. 

The Committee has requested and has been granted 
an opportunity to present our troubles to the society 
on Wednesday afternoon at 1:00 o'clock. 

Respectfully submitted, 
ArTHUuR S. Hamitton, Chairman. 


Dr. A. S. Hamitton: I don’t know anyone on the 
Committee who knows anything about the publication 
unless it is Dr. Scherer. He doesn’t feel our work is 
in that state where we can consult publishers. We 
don’t know very much about the extent of it. Some 
of the men write these articles at considerable length, 
and others much shorter. A good many County So- 
ciety histories have not been sent us at all, but I 
suppose in the end we will be able to get something 
concerning all of them. 

The Committee will keep its work within the limits 
which the Society cares to pay for. It will be very 
much easier to cut down our publication than to pad it 
if we had pages that would otherwise be empty. 

PresipENT CuristisonN: Dr. Wright, have you any- 
thing to add? 

Dr. Wricut: I wish to move the adoption of this 
report. 

If I might say so, I sat in with this Committee once 
or twice this year, and I want to congratulate the So- 
ciety on having a group of men of the profession in 
Minnesota who are willing to spend their time on this 
historical work, men like Dr. Armstrong, Dr. Hamilton 
and Dr. Dart. 

I move its adoption. 

The motion was regularly seconded. 

PRESIDENT CHRISTISON: Certainly this Committee is 
to be commended for their activity. I know of nothing 
which will add more to the dignity of this Society 
than a complete history of some of the older men that 
I personally have known. 

Yesterday afternoon, at the request of Dr. Workman, 
I took it upon myself as President of this Society to 
go out to the Soldiers’ Home, and I brought Dr. 
Brewer Mattocks into St. Paul who, so far as I am able 
to find out, is the only surviving charter member of this 
Association. He is a man eighty-eight years of age, 
and his only infirmity is that he can’t see. He was with 
us for a while this afternoon, and you shall all have the 
privilege of seeing him at the banquet tomorrow night. 

The motion was put to a vote and carried. 

PrestIpENTt CHRISTISON: At this junction, I would 
ask Dr. Boleyn, the Chairman of the Credentials Com- 
mittee, if he has any supplementary remarks to make. 

Dr. BoteyN: There were forty-seven accredited del- 
egates. A few have come in since, making the total 54. 

PRESIDENT CHRISTISON: The Committee on Univer- 





648 


sity Relations. 
report. 

Dr. Wright read the report of the Committee on 
University Relations. 


We will ask Dr. Wright to make this 


REPORT OF THE UNIVERSITY RELATIONS 
COMMITTEE 


The University Relations Committee has held two 
meetings in 1928. The first of these meetings was at- 
tended by Dr. W. J. Mayo, representing the Board of 
Regents; Dr. E. P. Lyon; Mr. Paul Fesler, Super- 
intendent of the University Hospital; Dr. C. C. Ken- 
nedy, and Dr. C. B. Wright, Dr. H. H. Workman, Dr. 
H. M. Johnson, and Dr. W. F. Braasch could not be 
present. 

At this meeting, which was requested by the Dean 
of the Medical School, the needs and the policies of 
the University Hospital were discussed. The question 
of raising the per diem rate, which at present is $3.00 
and does not cover the cost of hospitalization, was 
taken up. The superintendent of the University Hos- 
pital stated that this rate would have to be increased 
to $3.75 per diem in order to maintain its cost. Al- 
though no action was taken, this seemed to be a rea- 
sonable request by those present. 

The question of separating the University Hospital 
budget from that of the General University budget was 
also discussed. The superintendent of the Hospital felt 
that the hospital was performing the function of a 
State Hospital as well as being used for teaching pur- 
poses, and that the cost for hospitalization should be 
separated from the Medical School budget. He also 
feels that it is imperative for the Hospital to know the 
exact amount to be appropriated so that it could be 
planned in advance how many beds to fill. In the past 
there has been some misunderstanding in the minds of 
those concerned regarding the University Hospital 
budget. 

The second meeting of this committee was called at 
the request of the President of the University, Dr. 
L. D. Coffman, to discuss the Medical School needs 
and appropriations. Those present were President 
L. D. Coffman, Dean E. P. Lyon, Dr. H. M. Johnson, 
Dr. W. F. Braasch, Dr. C. C. Kennedy, and Dr. C. B. 
Wright. President Coffman outlined the budget of the 
University and, again, Mr. Fesler presented his ideas 
in regard to the two questions of University Hospital 
needs. The discussions were entirely informal, no ac- 
tion being taken nor requested. 

Respectfully submitted, 
C. B. Wricut, Chairman. 


PRESIDENT CHRISTISON: You have heard the report 


of the Committee on University Relations. 
your pleasure? 

Dr. Boteyn: I move its adoption. 

The motion was regularly seconded. 

PRESIDENT CHRISTISON: Has anyone any suggestions 
to make regarding the recommendations therein? 

The motion was put to a vote and carried. 

PRESIDENT CHRISTISON: The next report is that of 
the Delegate to the American Medical Association, Dr. 
Litzenberg of Minneapolis. 


What is 
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Dr. Litzenberg read the report of the Delegat: 
American Medical Association. 


to the 


REPORT OF THE DELEGATES TO 
AMERICAN MEDICAL ASSOCIATION 


THE 


Your delegates to the House of Delegates of the 
American Medical Association beg leave to submit 
the following report of the meeting at Minneapolis, 
June 11 to 15, 1928: 

The proceedings of the House of Delegates have al- 
ready been published in the Journal of the American 
Medical Association, so we will limit this report to a 
few features of the deliberation of the House: 


THE SOCIALIZATION OF MEDICINE 


One of the outstanding considerations was the sub- 
ject of the socialization of medicine, which was at- 
tacked by the speaker of the House of Delegates, the 
President and by various other officers and committees. 
The speaker of the House, Dr. F. C. Warnshuis, in his 
annual address touched upon this subject in the follow- 
ing words: “The leaders in every field of our cosmic 
life are influenced and guided by our pronouncements 
and conclusions. Conscious of this position, we dare 
not fail to justify and maintain a national confidence, 
nor dare we neglect acquainting ourselves of the re- 
sponsibilities which the health problems of the nation 
demand and which the public expect us to guide and 
direct. Impinging as they do on every avenue of life, 
it is our solemn duty and trust to institute the good 
and defeat the bad measures. We are morally obli- 
gated to combat the trend toward the socialization 
of medicine in all its multiplied and surreptitious forms, 
so too are we morally obligated to submit measures 
that will nullify representations made as reasons for 
sponsoring and promulgating varied forms of socialized 
medical supervision of individual and county health.” 

Also the President of the Association, in his address 
to the House said: “Out of a broad spirit of charity 
and generosity on the part of the medical profession 
has come a most vital problem. I refer to the increas- 
ing dangers aof the abuse of medical charity. There is 
not a single hospital or clinic, offering free services, 
that could continue for a month without the free and 
generous service from doctor or staff of doctors. The 
grocer does not give his produce without price, nor 
does the plumber install the pipe for generous pleasure, 
and the milkman is quite careful of his measure. Have 
we then not a right, therefore, to insist, that our free 
services be limited to those worthy of charity.” 

“I feel that the time has come when no institution 
should permit the attending physicians to be imposed 
upon or contribute to what is a gross injustice to the 
profession as a whole. I therefore desire to recom- 
mend for your consideration the creation of some sort 
of an agency, perhaps the Judicial Council, within our 
Association, to meet this problem. The first duty of 
such an agency should be to investigate all medical 
charities and to formulate rules, determining what shall 
constitute proper medical charity. Similar councils 
should be recommended to the various state societies 
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and to their component societies for direction of efforts 
in their respective fields. 

“The medical profession owes fair and competent 
service to the people, but the public also owes fair 
treatment to the practitioner.” 

The House of Delegates commends the “speaker’s 
anxiety concerning the potential domination of the gen- 
eral field of medicine by lay organizations with so- 
cializing tendencies.” It also commended the address 
of the President and “his protest against the exploita- 
tion of physicians in the abuse of medical charity” and 
his declaration “that the time has come when no insti- 
tution should permit its attending physician to be im- 
posed upon or contribute to what is a gross injustice 
to the profession as a whole.” 

The House also approved the “Principle of the Presi- 
dent’s recommendation for the investigation of medical 
charities, through the Judicial Council.” 

The Council on Medical education also urged that 
“the practice of medicine is not the proper function of 
corporations and that the American Medical Associa- 
tion should use its utmost endeavors to stop this grow- 
ing abuse.” 


CLINICAL LECTURES 


An innovation is the establishment of a clinical lec- 
ture program by prominent men, preceeding the regular 
scientific program. 


THE RURAL MEDICAL SITUATION 


The Council on Medical Education expressed the 
opinion “that the difficulties of rural communities in re- 
gard to medical service are not as great as they have 
been painted.” 

“The problem is fundamentally economic and the 
solution involves much more than the mere length 
and costs of medical education. Patience and time 
are necessary to obtain data and involve methods of 
solving the problem.” 


CULTS 


The gratifying report by the Council on Medical 
education is made that cults are diminishing, both in 
number of schools and in students. 


MEDICAL EDUCATION 


It is interesting to note in the report of the Council 
on Medical education that of the 20,093 applicants for 
entrance into medical schools, many were duplicates 
and that there were only 8,500 actual individual ap- 
plicants. Of these 8,500 applicants 6,420 were re- 
ceived. Of the 2,000 rejections, most are believed to 
be not properly prepared. 

The House adopted the following resolutions: 

1. That medical students should graduate and enter 
practice at an earlier age. 

2. That covering the medical course in three years, 
of four quarters each, instead of in four years of 
three quarters, with a long vacation is recommended. 

3. That the medical course is overcrowded with de- 
tailed consideration of the specialties and would be 
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improved by less crowded courses, confined more near- 
ly to the essentials and to the fundamentals. 


AMENDMENTS TO THE CONSTITUTION AND BY-LAWS 


The House adopted the following amendments: 

An amendment to the constitution, presented by 
George E. Follansbee of Ohio, was changed by the 
House ‘to an amendment of the By-Laws, as follows: 

Section 12, Chapter XI to the By-Laws. 

Section 12. “The House of Delegates shall have 
power to discipline or expel a member of the Amer- 
ican Medical Association, or Fellow of the Scientific 
Assembly on recommendation of the Judicial Council.” 
The effect of this amendment will be to permit the 
House of Delegates to exercise the authority of dis- 
ciplining or expelling a member heretofore held only 
by constitutent county or district societies. 

An amendment to Article 12 of the Constitution, 
offered by J. C. Litzenberg of Minnesota, requiring a 
three-fifths vote of the delegates registered to amend 
the constitution, was adopted after changing “three- 
fifths” to “two-thirds.” 

The effect of this amendment will be to facilitate 
rather than interfere with necessary amendments to the 
constitution. 

The amendment proposed by J. C. Litzenberg of 
Minnesota to change a quorum from twenty delegates 
to a majority of the delegates registered, was amended 
to “fifty delegates shall constitute a quorum.” The 
effect of this amendment will be to prevent small 
minority control of the House of Delegates. 


MULTIPLICITY OF SOCIETIES 


The House of Delegates expressed its approval of the 
suggestion of the President and of the Secretary that 
“there exists in the multiplicity of medical societies a 
danger of diverting and dissipating the fundamental 
and legitimate strength of organized medicine as tipified 
in the composition of our county, state and national or- 


ganizations. The House “especially deprecates the 
compulsory multiple scientific meetings of hospital staff 
organizations and suggested that such staff meetings 
be devoted preferably to discussions of problems of 
hospital economics and records.” 


MOTION PICTURES 


The House adopted a resolution “That a committee 
on visual moving picture education be appointed to 
bring the ethical moving picture films within the au- 
thority and approval of organized medicine.” 


REAPPORTIONMENT OF DELEGATES 


The present House consists of 170 delegates, one for 
each 750 members of the American Medical Associa- 
tion. Reapportionment will be necessary next year to 
keep the House within the constitutional limitation of 
175 delegates. It is proposed to change the apportion- 
ment to one delegate for each 775 or 800 members. 
The number of delegates from Minnesota, which is 
three, will not be changed by the proposal. At the 
last reapportionment Minnesota gained one delegate. 
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Only eleven states have more than three delegates. 
Under discussion of this subject and the attendance of 
delegates on motion of A. E. Bulson of Indiana, the 
House voted to publish the list of attendance of dele- 
gates for the benefit of constituents back home.” May 
we say, in this connection, that all three of the Minne- 
sota delegates attended every meeting of the House. 
From other states there was a total of fourteen absent 
delegates. 


OFFICERS 


The officers elected were: 
President Elect—Dr. Malcom L. Harris of Illinois. 
Vice President—Dr. Wm. A. Jones of Minnesota. 
Secretary—Dr. Olin West of Kentucky. 
Treasurer—Dr. Austin A. Hayden of Illinois. 
Speakers of the House of Delegates, Dr. Frederick 
C. Warnshuis of Michigan; Vice Speaker of the House 
of Delegates, Dr. Allen H. Bunce of Georgia. 
Among the five honored by election as Affiliate Fel- 
lows was Dr. J. W. Andrews of Mankato, Minnesota. 
Portland, Oregon was selected as the place of the 
next meeting. 
Respectfully submitted, 
J. L. Rorurock, 
W. L. Burnap, 
J. C. Lirzenserc. 
Dr. J. C. Lirzenperc (Minneapolis): At the meeting 
in Duluth, I advocated that the expenses of the dele- 


gates to the American Medical Association be paid 
by this Society. Before doing so, I refused election as 
a delegate to the House of Delegates of the American 


Medical Association. You didn’t listen to my refusal 
and elected me a delegate for the next two years, and 
immediately adjourned not giving me an opportunity 
to protest. 

Therefore, with your permission, I should like to 
read the following. 

Dr. Litzenberg read his supplemental statement. 
House of Delegates, 

Minnesota State Medical Association. 

When I presented my recommendation in the report 
at the Duluth Meeting that the expenses of the Dele- 
gates to the House of Delegates of the Américan Med- 
ical Association be paid by the State Association, I was 
quite sincere in that recommendation and refused on 
account of my recommendation re-election as a Dele- 
gate. 

The House adopted the recommendation that the ex- 
penses of the Delegates be paid but in spite of my re- 
fusal of re-election, the House did re-elect me and 
adjourned immediately so that I had no opportunity to 
protest. 

Inasmuch as the Meeting of the American Medical 
Association was held in my home city and therefore 
no expense was placed upon the State Association, I 
served as Delegate at the Minneapolis session. 

Inasmuch as the remaining year of my Delegateship 
would be an expense to the Association and wishing to 
be consistent, I herewith present my resignation as 
Delegate from this Society to the American Medical 
Association. 
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I appreciate the honor that you have repeated!y con- 
ferred upon me. 

Respectfully submitted, 
J. C. Lirzennerg, 

Presipent Curistison: Dr. Wright, have you any- 
thing to add to Dr. Litzenberg’s report? 

Dr. Wricut: This report has not been submitted to 
us, and therefore we have no recommendation. 

I move the adoption of the report, however. The 
question of Dr. Litzenberg’s resignation should be taken 
up separately. 

Dr. ARMSTRONG: I move that consideration of this 
report be delayed until the next session to give the 
Committee a chance to make a recommendation. 

PRESIDENT CHRISTISON: There are two motions be- 
fore the House, neither of which have been seconded, 

Dr. ARMSTRONG: Will you accept that as an amend- 
ment? 

Dr. BraascH: It seems to me that the Committee 
report was a very excellent one, and leaves nothing 
for discussion. 

The matter of the resignation is an entirely different 
matter and secondary to his report. I am informed 
that the House of Delegates can take no action on his 
resignation. 

Dr. ARMSTRONG: It seems to me to be an outrage 
that this Society will not pay the expense of the dele- 
gate to the American Medical Association. 

SecRETARY MEyYERDING: The Society does pay the 
expenses. 

Dr. ARMstTRONG: I beg your pardon. 

PRESIDENT CHRISTISON: Dr. Litzenberg explained 
that he wanted to be consistent and that, therefore, 
he desired to tender his resignation. 

The motion to accept the report was seconded, was 
put to a vote and carried. 

PRESIDENT CHRISTISON: With respect to Dr. Litzen- 
berg’s resignation, that is another matter entirely. It 
is perfectly easy for Dr. Litzenberg to resign as a 
delegate from this Association to the American Medical 
Association, but it may be a little difficult for him to 
get it accepted. 

Dr. Litzenberg has offered no explanation other 
than his desire to be consistent. Those of us who know 
Dr. Litzenberg very well are quite loath to put a motion 
of this sort. Personally, I am. We have to keep in 
mind the fact, too, that the delegate has an alternate, 
and if he, himself, cannot go then the alternate is sup- 
posed to take his place. 

If I might be permitted to express my opinion with- 
out burdening you, I don’t like the idea of changing 
the delegates to the American Medical Association very 
frequently. At various times I have sat in the House 
of Delegates as a representative of the Pediatric Sec- 
tion, and I know something about the workings of that 
House. I certainly don’t quite like the idea of fre- 
quent changes. 

However, Dr. Litzenberg’s resignation is before us 
and, willingly or otherwise, I will have to ask you 
what you are going to do with it. 

Dr. BraascH: Dr. Litzenberg can’t resign. Dr. Fish- 
bein has been good enough to ‘inform me that legally 
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he can’t do so. All he can do is to stay away and the 
alternate can take his place. He cannot resign as far 
as the present meeting is concerned. His term of office 
expires January 1, 1930. If he does not go to the en- 
suing meeting his alternate will take his place legally. 

Dr. W. A. Coventry: I move that the resignation of 
Dr. Litzenberg be placed on the table indefinitely. 

The motion was regularly seconded. 

PRESIDENT CHRISTISON: This is a point in parlia- 
mentary procedure with which I am not familiar. Dr. 
Fishbein says he can’t resign, and I don’t see what we 
can do about it. However, in order to double lock the 
door, I will ask you if you have any remarks to make 
concerning Dr. Coventry’s motion? 

Dr. W. H. Conpit (Minneapolis): I can inform you 
that that word “consistent” meant quite a bit. If Dr. 
Litzenberg is alive and able he will be at the meeting 
in Portland. If he cannot resign he is bound to be 
our official agent at that meeting. 

Dr. FisHpein: A motion to table is not debatable. 
It has to be put at once without debate. 

The motion to table was put to a vote and carried. 

PresivENT CuHristison: Dr. Meyerding says Dr. J. 
M. Hayes of Minneapolis has a resolution he desires 
to present. 

Dr. J. M. Hayes (Minneapolis): This resolution 
was drawn up by the Sub-Committee of the Public 
Health Committee of Hennepin County Medical So- 
ciety, and they asked me to present it. 

Dr. Hayes read the resolution. 


RESOLUTION TO BE INTRODUCED IN THE 
HOUSE OF DELEGATES OF THE 
MINNESOTA STATE MEDICAL 
ASSOCIATION 


Whereas, numerous poorly trained and unqualified 
persons are being graduated from institutions of ques- 
tionable repute and are being employed to do +x-ray 
and clinical laboratory technic, and whereas, the aver- 
age physician is not in a position to judge as to the 
qualifications of the persons applying for such positions, 
and whereas it seems fitting and proper that the Min- 
nesota State Medical Association shall take upon itself 
the duty of indicating to its members whether or not 
such technicians are properly qualified. 

Be It Resolved: 

1. That the Committee on Hospitals and Education 
of the Minnesota State Medical Association be instruct- 
ed to create a Board of Examiners in medical technol- 
ogy for the purpose of awarding certificates of merit to 
properly qualified x-ray and clinical laboratory tech- 
nicians. 

2. This Examining Board is to determine the mini- 
mal qualifications and training for x-ray and clinical 
laboratory technicians and to award certificates only to 
such technicians as are so qualified and so trained. 

3. The possession of a certificate awarded by this 
Board shall be evidence of the proper qualifications of 
the individual for doing x-ray or clinical laboratory 
technical work. 

4. That the Secretary of the Association be in- 
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structed to circulate information as to this certificate 
to the physicians and hospitals of the State so that 
they will be fully informed of this procedure. 

5. That the members of the Association be urged 
through the usual publicity channels not to employ 
w#-ray or clinical laboratory technicians who do not 
possess such a certificate. 

By resolution of the Committee on Public Welfare 
of the Hennepin County Medical Society. 

By (Signed) Leo G. Ricter, M.D. 
CuHartes R. Drake, M.D. 

PRESIDENT CHRISTISON: You have heard Dr. Hayes’ 
resolution. What is your pleasure? 

Dr. Hayes: The thing that led to this resolution 
was a bill introduced in the legislature this last session 
attempting to regulate the qualifications of these tech- 
nicians, but the bill could not be put through on account 
of many technicalities. 

This Committee, knowing that there are two or three 
schools in the state which are advertising courses to 
prepare these technicians to do first-class work, and 
finding that they are not qualified to give that prepara- 
tion, wished to inform the physicians in hospitals 
throughout the state of the fact that these schools are 
not in position to prepare technicians. It was for 
that reason that a Committee was formed to draw up 
this resolution. 

PRESIDENT CHRIsTIsSON: Dr. Hayes, you will have to 
move a resolution to adopt the report. 

Dr. Hayes: I so move. 

The motion was regularly seconded. 

PresIDENT CuHRISTISON: Dr. Wright, as Chairman 
of the Reference Committee have you anything to add? 

Dr. Wright: The Reference Committee have con- 
sidered this report, and it seems to be a pretty definitely 
recognized fact that there is a real necessity for some- 
one to interest himself in the situation because of the 
various kinds of technicians that are being educated. 

After considerable deliberation, we made the follow- 
ing recommendation, which I move, that the Council 
be empowered to appoint a Committee on medical 
technology to pass on the qualifications of medical tech- 
nicians, and on request to grant a certificate of merit 
to such technicians who in their opinion are properly 
qualified. 

Dr. ARMSTRONG: I think the American Medical As- 
sociation took this matter up. Dr. Fishbein, didn’t you 
have a committee investigating some school of tech- 
nology here? 

Dr. Fisupein: That is a thing fully covered by the 
action of the American Medical Association which reg- 
ularly inspects all laboratories, x-ray and others, and 
which has definite specifications drawn up for what 
shall constitute an acceptable laboratory. Of course, 
that would include the training of people in that lab- 
oratory. 

We have a regular group of inspectors who go 
around inspecting all laboratories which endeavor to do 
work for physicians, either x-ray, biological, chemical, 
or the laboratories of hospitals. Such laboratories are 
not approved unless under the ownership or direction 

of a regularly licensed physician in good standing, and 














































































652 MINNESOTA MEDICINE 


of course he should take the responsibility for the 
kind of men he turns out. 


I can conceive of a considerable danger in attempt- 
ing to set up a committee which will grant certificates 
which would really represent an endorsement by the 
organized medical profession of non-medical men. 
These men could then go out and use these certificates 
and set themselves up in all sorts of work, and you 
would have a hard time taking away a certificate that 
you once granted to such a man. You have no means 
of punishing them. You can always suspend a man in 
the County Medical Society. If you give a non- 
medical man a certificate in your organization he can 
give you anything he wishes and show you a certificate 
that you once thought he was a very good man. You 
have no means of penalizing him for a wrong action 
after you once let him in. 

The ideal thing you can do, if you have any doubts 
as to its ability to train technicians, is to ask the 
Council of Medical Education and Hospitals of the 
American Medical Association to investigate that insti- 
tution and publish a report. That report would serve 
as a warning against that institution. I should think 
that would be a nearer way to get at what you are 
trying to accomplish. 

Dr. ARMSTRONG: I wanted to bring that out. In the 
Ramsey County Medical Society we have a local com- 
mittee which approves certain laboratories in St. Paul, 
or disapproves of them. I just wanted to bring out 
the point Dr, Fishbein has made. 

Dr. Coventry: Mr. President, it doesn’t seem to me 
that a committee appointed by the Council would really 
have power to issue certificates of merit, as you might 
call them, or certificates of qualification. You might 
have a committee to investigate the different labora- 
tories in the state and set a standard of what you might 
expect. In the course of a year they could probably 
get all their work together and establish minimum 
standards, and recommend certain places where the 
work should be done. 


Let the committee go out and free-handedly establish 
who shall or shall not get a certificate, and you would 
have a tremendous lot of responsibility which would 
lead anywhere from down the alley to somebody hitting 
us on top of the head. 


Dr. Ketty: It seems to me that this resolution and 
anything favorable toward it is yielding to the great 
American habit of law making and resolution passing. 

To a fellow from the sticks, it would seem that there 
are already sufficient agencies in number and capacity 
for training, and sufficiently recognized as to establish 
where such training can be had. Those institutions are 
well known to the profession at large. 

If an amendment is permissible at this time, I should 
like to amend the resolution to adopt to the effect that 
this resolution be laid upon the table. 

Dr. WricHt: May I defend that resolution just a 
moment? 

We are all familiar with the efforts of the American 
Medical Association, but they have not done anything 
at all to curb this thing in this state. We have two 
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schools in Minneapolis that are charging high school 
students $200 or $300 for a course which gives them 
nothing. They are going around through the state ad- 
vertising and talking before high schools, even in the 
city of Rochester. I believe we should do something 
about it. 


I think it is up to us to do something to help the 
legitimate places that are trying to get recognition, and 
trying to eliminate the unfit. I don’t believe we can 
high-hat the people who are trying their best to clean 
up the profession. They came to the Legislative Com- 
mittee with a strong lobby behind it, let me tell you, to 
put over a technicians’ board. We don’t want another 
board in this state. If you establish a board for tech- 
nicians in this state, you are going to have a group 
who are going to cali themselves doctors, and we will 
have no control over them at all. This idea was merely 
to work with these people to a certain extent. 

1 am sure that with men on the committee like Dr. 
O’Brien they would do nothing that you or | would 
be ashamed of. They would give us a certificate or 
letter of commendation. It may not be a good thing 
to do; I can see that clearly. But I do think this 
should go to the Council and this committee should 
be appointed. 


Dr. Fisupein: I should like to say that I agree 
absolutely with Dr. Wright’s point of view that the 
machinery should be made adequate to control the sit- 
uation. If the machinery does not now control the 
situation new machinery should be developed. 

Our only weapon in such a case is publicity. We 
would investigate such schools on request from Henne- 
pin County, and having made an investigation we 
would publish the report. That report could very well 
be circulated by the Society, or in some other manner 
be brought to the attention of people in high schools 
so that their graduates would not be led into these 
schools. 

Of course, there should also be some portion of your 
state law which would definitely control the chartering 
of schools of this type. In many states it is impos- 
sible to charter a school and teach a professional branch 
of this sort without having certain minimum regula- 
tions. 


I would favor the appointment of a committee to 
study the particular local situation and find out some 
means of remedying it, but I do feel that the appoint- 
ment of a committee to conduct examinations and 
grant certificates, when such a committee has no legal 
status whatever in the state, is rather a difficult and 
dangerous procedure. 


Dr. A. G. Schutze: I think we are getting down to 
the practical issue involved now. 


I was amused at the original report where he said 
there were a couple of institutions in the Northwest. 
That may be true if Minneapolis is the whole North- 
west. These institutions are causing considerable 
trouble. 


As Secretary of the Ramsey County Medical Society, 


you may be surprised at the letters I receive from 
prospective students. They don’t come from young 
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women in Minnesota. They come from California and 
Maine. 

A woman recently came to me and said, “I have paid 
half of my tuition in one of those institutions, and I 
understand the institution isn’t what it claims to be. 
What shall I do?” 

There are several members of the Ramsey County 
Medical Society who are identified with these institu- 
tions. One man is either going to resign or sever his 
connections with his medical society. 

I have in my files reports of several members giving 
the result of their investigation, but the fact remains 
that they are still going on as they have been. 

It is a practical question. Shall we allow these peo- 
ple to be humbugged? Hasn’t the time come when we 
should take a definite step? 


Dr. ARMSTRONG: I was connected: with this North- 
west Institute of Medical Technology at one time, but 
I resigned somie years ago. At that time it was run by 
a regular physician who was a man of ethical standing. 
It has since passed into the hands of a man who is 
not a physician at all. I resigned some years ago, and 
I am glad to say I was not connected with it when 
the American Medical Association investigated it. 

I gave a lecture on how to handle or sterilize urethral 
instruments. At one time Dr. Christison and a number 
of others were connected with it. 


After I resigned I received letters which they sent 
out themselves. For instance, they mailed a letter 


which ostensibly came from a girl in Indiana asking 
what I knew about the institution, and what I thought 
about her taking a course and paying the money for it. 
I was going to answer it and say I didn’t think the 
thing was any good when the thought struck me that 
they were looking to see what I was going to say, and 


I might get in trouble. I made a very noncommittal 
reply which rather discouraged the writer. That letter 
was not sent to me by any individual. It was a letter 
they had written themselves and had sent from Indiana, 
and of course they got my reply. 

Dr. Wricut: I should be glad to amend the reso- 
lution to say that a committee be appointed to investi- 
gate this; a Committee on Medical Technology, if that 
is acceptable. 

The motion was regularly seconded. 

Dr. Coventry: Wouldn’t it be better to say investi- 
gate and recommend to the Society next year? 


Dr, Wricut: That is all right. 


The amendment was put to a vote and carried. 


PrestipENT CHRISTISON: We will now vote on the 
original resolution as amended. 


The original resolution as amended was put to a vote 
and carried. 


PresipENT CuRISTISON: Dr. Wright, have you any- 
thing further to add as Chairman of the Reference 
Committee? 


Dr. Wricut: There are several things that have 
been referred to us. 
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Here is an amendment to the By-laws which amends 
Chapter IX, Section 9. 

Dr. Wright read the amendment to the By-laws. 

Resolved that the By-Laws be amended to read: 


Chapter IX—CommMiITTEES 


Section 9. The Committee on State Health Rela- 
tions shall consist of as many members as the council 
may determine, its function to be, first, to study rela- 
tion of the activities of the various State or Gov- 
ernmental Agencies and their relation to the practice of 
medicine; second, to codperate with these various State 
or Governmental Agencies whose function is the pro- 
motion of public health. 


Dr. WricHTt: This is just making legal a committee 
which has been operating for some time. I move its 
adoption. 

The motion was regularly seconded. 

PRESIDENT CHRISTISON: That motion will be taken 
up at our meeting tomorrow. 

Secretary Meyerding has amendments to the Consti- 
tution. 


Secretary Meyerding read the amendments to the 
Constitution. 


AMENDMENTS TO THE CONSTITUTION 


Article XIII of the Constitution of the Minnesota 
State Medical Association reads as follows: 

“The House of Delegates may amend any article of 
this Constitution by a two-thirds vote of the Delegates 
present at any Annual Session, provided that such 
amendment shall have been presented in open meeting 
at a previous session, and that it shall have been pub- 
lished twice during the year in the bulletin or journal 
of this Association, and sent officially to each compo- 
nent society at least two months before the meeting at 
which final action is to be taken.” 


The following amendments have been presented in 
open session and have been published twice in MIn- 
NESOTA MEDICINE. 

Article IV—Composition of the Association. 

Sec. 1. This association shall consist of Members, 
Delegates, Affiliate Members, Honorary Members, As- 
sociate Members and Guests. 

Sec. 4. Affiliate Members. Affiliate members shall 
be those members of component district or county med- 
ical societies, who have held such membership for a 
period of 25 years, and have reached the age of 65 
years, or, through physical disability, are unable to 
engage in active practice, and who, upon their own re- 
quest to their district or county society, shall have been 
declared Affiliate Members of such district or county 
societies. 

Sec. 5. Honorary and Associate Members. Hen- 
orary and Associate members shall be those elected to 
such membership by the House of Delegates on recom- 
mendation of the Council. 
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It was regularly moved, seconded and carried to 
adopt the amendments. 

Secretary Meyerding presented a resolution to elect 
Dr. D. C. Lochead honorary member of the Society. 

Dr. CHADBOURN : 
lution. 


I move the adoption of that reso- 


The motion was regularly seconded. 

PRESIDENT CHRISTISON: 
moved and seconded. 
be so ordered. 


This resolution has been 
If there is no objection, it will 


Has anybody any new business? 
When shall this organization meet again? 


SECRETARY MEYERDING: We shall meet downstairs 
tomorrow at twelve-thirty. The tables will be all set 
so that we won’t miss any more of the program than is 
necessary. It has been customary to give the delegates 
a chance to attend the scientific sessions. 


Dr. WorKMAN: The Council will meet immediately. 


PRESIDENT CHRISTISON: A motion to adjourn until 
tomorrow at twelve-thirty is in order. 


Motion to adjourn was regularly made, seconded 
and carried. 


The meeting adjourned at six o'clock. 


SECOND MEETING OF THE HOUSE OF 
DELEGATES 


May 14, 1929—12:30 


The second meeting of the House of Delegates of 
the Minnesota State Medical Association, held in the 
Scottish Rites Dining Room of the Masonic Temple, 
St. Paul, Minnesota, convened at 12:30 o’clock, Dr. 
J. T. Christison, President of the Association, presiding. 

PRESIDENT CHRISTISON: The meeting of the House 
of Delegates will come to order. 

Is the chairman of the Credentials Committee ready 
to report? 

Dr. Boteyn: There were 55 accredited members. I 
would like to suggest that the Secretary be instructed 
to call the roll. 


SeEcRETARY Meyerpinc: The Credentials Committee 
report 55 Delegates accredited. We want to announce 
that the Canti Cancer film will be put on immediately 
after we eat. We will run the film on this wall here 
after we adjourn. Those who care to see it may re- 
main. The Credentials Committee report that they 
want the roll called. 

Roll call by the Secretary. There were 36 accredited 
members present. 

SecrETARY Meyerpinc: Is there a Delegate here 
whose name was not called and who is accredited? I 
read only those names that are accredited by the Cre- 
dentials Committee, and if there is anyone else here 
who has come as a Delegate, he should turn over his 
credentials to the Credentials Committee. 


PRESIDENT CHRISTISON : 


The next order of business 
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is a summary of the Minutes of yesterday’s meeting, 
The Secretary will now read it. 

Summary read by Secretary. 

PRESIDENT CHRISTISON: If there are no corr: ctions, 
the Minutes will stand approved. You all know per- 
fectly well that these Minutes will be published a little 
later and then if there are any errors or omissions 
noted, it is up to you as members of the House of 
Delegates to notify the Secretary. 

Dr. F. C. Scuutpr (St. Paul): 


Did you read about 
Dr. Litzenberg’s resignation? 


SECRETARY MEyeRDING: This is just a summary of 
important business and that was not important because 
we could not do anything about it. 

PRESIDENT CHRISTISON: Gentlemen, the time has now 
arrived for the election of officers for the ensuing 
year. The Chair will appoint as tellers Dr. W. H. 
Hengstler, Dr. J. M. Hayes, and Dr. A. G. Liedloff. 
The Chair will now entertain a nomination for Presi- 
dent-elect for 1930. 

Dr. Macney: I have taken part in a few campaigns, 
if this may be called such, but this is the most unin- 
teresting and at the same time, most gratifying one | 
have been in. Uninteresting because there is only one 
candidate in the field—and gratifying because every 
person who has been approached is strong for this 


candidate. Therefore, I nominate Dr. Sam Boyer of 
Duluth. 

Dr. W. A. Jones: I move that the nominations be 
closed. 


PRESIDENT CHRISTISON: I don’t know whether that 
nomination was seconded or not, but if there are no 
further nominations and someone will second it— 

Dr. Ketty: I second the motion. I ask the consent 
of the mover that it be amended so that the Secretary 
shall cast the unanimous ballot of the House of Dele- 
gates for Dr. Boyer as President. 

PRESIDENT CHRISTISON: If there are no further nom- 
inations, we are ready to vote on the motion that the 
nominations be closed. 

The motion was put to a vote and carried. 

Secretary Meyerpinc: The Secretary hereby casts 
an unanimous ballott for Sam Boyer of Duluth as 
President for the ensuing year. 

PRESIDENT CHRISTISON: Gentlemen of the House of 
Delegates: Nothing in the world gives me more 
pleasure than to introduce to you the gentleman whom 
you have elected to preside over the destinies of your 
Minnesota State Medical Association for the year in 
grace 1930—Sam Boyer of Duluth. 

Dr. S. H. Boyer (Duluth): I don’t believe I had 
better try to make a speech. I am not prepared. 

PRESIDENT CHRISTISON : 
tions for Vice-president. 

Dr. Scuutpt: I would like to put a nomination for 
R. C. Farrish of Sherburn for first Vice-president. 

PresipENT CHRisTISON: I am sorry to have to in- 
form you that while I love Bob very dearly, I am 
forced to say he is not eligible because of the fact that 
he is a Delegate. 


We will now have nomina- 
There are two of them. 
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Dr. R. C. FarrisH (Sherburn): I beg your pardon. 
I think I am not a Delegate to this Convention. 

PRESIDENT CHRISTISON: I take it all back. I beg 
your pardon. The name of Dr. R. C. Farrish—Bob, 
you all know him as Bob—of Sherburn. Are there any 
further nominations? 

Dr. B. S. ApaAms (Hibbing): I move that the nom- 
inations be closed, and that the Secretary cast an 
unanimous ballot of the House of Delegates for Dr. 
R. C. Farrish as First Vice-president. 

Dr. WorKMAN: I second the motion. 

PRESIDENT CHRISTISON: It has been moved and sec- 
onded that the nominations be closed and the Secretary 
be instructed to cast the unanimous ballot of the 
House for Dr. Farrish as First Vice-president. 


SECRETARY MeyerpING: The Secretary casts unani- 
mous ballot for Dr. R. C. Farrish as First Vice-presi- 
dent. 

Dr. FarrisH: Well—I wish merely to express my 
gratitude and thanks for the position that you have 
given me. Thank you. 

Dr. M. S. HeNpErRsoN (Rochester): I would like to 
nominate B. J. Branton as second Vice-president. 

PRESIDENT CHRISTISON: Are there any further nom- 
inations ? 

Dr. WorKMAN: I move that the nominations be 
closed and that the Secretary be instructed to cast an 
unanimous ballot for Dr. Branton as Second Vice- 
president. 

Dr. Boteyn: I second the motion. 

SECRETARY MeyerDING: The Secretary cast an unan- 
imous ballot for B. J. Branton of Willmar as Second 
Vice-president. 

PresIDENT CuristTIson: Dr. Branton has been elected 
by unanimous vote as Second Vice-president. The next 
one is that of Secretary. Now, don’t all speak at once. 

Dr. Ketty: It certainly is a pleasure to move the 
re-nomination and re-election of our present Secretary. 
I make that as a motion. 

Dr. Boteyn: I second the motion. 

PRESIDENT CuRISTISON: The Chair will assume that 
somebody has already made a motion that the Presi- 
dent cast the ballot. 

Dr. C. P. Roppins (Winona): I move that the nom- 
inations be closed and that the President cast the ballot 
for Dr. Meyerding as Secretary. 

PRESIDENT CHRISTISON: The President hereby casts 
an unanimous ballot of this organization for Dr. 
Meyerding as Secretary. 

It is now necessary that we elect a Treasurer to fill 
the unexpired term of Dr. Hare and also for the year 
1930. 

Dr. ApAMs: I nominate Albert Schulze of St. Paul. 

Dr. S. H. Baxter (Minneapolis): I move that the 
nominations be closed and that the Secretary cast a 
ballot for Dr. Schulze of St. Paul as Treasurer to fill 
the unexpired term of Dr. Hare. 

PresIpENT CHRISTISON: Now what is your pleasure 
in regard to 1930. 


Dr. BAxTeR: I amend that motion to read that Dr. 
Schulze be nominated to fill the unexpired term of 
Dr. Hare and as Treasurer for 1930. 

SEcRETARY MEyerpING: The Secretary casts an unan- 
imous ballot for Dr. Schulze as Treasurer. 


PRESIDENT CHRISTISON: There are three Councilors 
for the lst, 2nd and 9th Districts whose terms expire 
with the close of this year: M. S. Henderson, 
Rochester, is Councilor for the Ist District; L. Sogge 
of Windom, 2nd District; and W. A. Coventry, Duluth, 
the 9th District. What is your pleasure with respect 
to the Councilor of the Ist District? 

Dr. A. W. Apson (Rochester): I would like to 
nominate Dr. Henderson as Councilor of the lst Dis- 
trict. 

It was moved and seconded that the nominations be 
closed. 

PRESIDENT CHRISTISON: It has been moved and sec- 
onded that the nominations be closed and that the Sec- 
retary cast the ballot for Dr. Henderson of Rochester 
for Councilor of the Ist District for a term of three 
years. 


SecrETARY MeyerpiInc: The Secretary casts an unan- 
imous ballot for Dr. Henderson of Rochester. 


PRESIDENT CHRISTISON: Now the 2nd District. 

Dr. CHADBOURN: I nominate L. Sogge of Windom 
for the next three years. 

Dr. W. S. Hitcurnc: (Lakefield): I second the mo- 
tion. 

PRESIDENT CHRISTISON: Are there any further nom- 
inations? Hearing none, I will ask the Secretary to 
cast the unanimous ballot of this Association for Dr. 
Sogge of Windom. 

SecreTARY MEyYERDING: The Secretary casts an unan- 
imous ballot for Dr. Sogge. 


Dr. C. L. Haney (Duluth): I nominate Dr. Cov- 
entry of Duluth to succeed himself. 


PRESIDENT CHRISTISON: Are there any further nom- 
inations? Hearing none, I will ask the Secretary to 
cast the ballot of this Association for Dr. Coventry of 
Duluth to succeed himself. 

SECRETARY MEyYERDING: The Secretary casts an unan- 
imous ballot for Dr: Coventry of Duluth. 


PRESIDENT CHRISTISON: Delegates to the American 
Medical Association for a term of two years. For the 
years 1930 and 1931. According to our Constitution, the 
Council nominates two men—one a Delegate and the 
other the Alternate. Its nomination for Delegate is 
C. B. Wright and Alternate is J. T. Christison. I sup- 
pose you prefer to vote for each one separately. Any 
nominations can be made for Delegate. The Council 
recommended C. B. Wright. 

Dr. G. S. Watram (Warren): I move that the 
nominations be closed. 


Dr. Scuutpt: I second the motion. 

SecreTARY MEyYERDING: The Secretary casts an unan- 
imous ballot for Dr. Wright. 

PRESIDENT CHRISTISON: Nominations are now in or- 
der for Alternate. The Council nominated Dr. J. T. 
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Christison as Alternate. Are there any further nomi- 
nations? 


Dr. HeENvERSON: I move that the nominations be 
closed. 


The motion was seconded. 

SecreTARY MeEyerpinc: The Secretary casts an 
unanimous ballot for Dr. Christison, 

PRESIDENT CHRISTISON: The next order of business 
is unfinished business. Does anyone care to offer any- 
thing under that head? 

SECRETARY MEYERDING: There was a By-Law offered 
yesterday on Committees, Section 9. 


“Resolved that the By-Laws be amended to read: 
Chapter IX—Committees 


Sec. 9. The Committee on State Health Relations 
shall consist of as many members as the Council may 
determine, its function to be, first, to study relation of 
the activities of the various State or Governmental 
Agencies and their relation to the practice of medicine; 
second, to codperate with these various State or Gov- 
ernmental Agencies whose function is the promotion 
of public health.” 

Dr. WorKMAN: I move the adoption of the Reso- 
lution. 


Dr. Ketty: I second the motion. 

PRESIDENT CHRISTISON: It is an Amendment to the 
By-Laws, not a Resolution, having been laid over from 
one meeting to another and can now be adopted if it is 
your pleasure so to do. 

The motion was put to a vote and carried. 

PRESIDENT CHRISTISON: The next order of business 
is the determination of the time and place for the next 
meeting. 

Dr. Haney: St. Louis County is very glad to have 
the State Society meet in Duluth next summer or any 
time the Council may fix. 

PRESIDENT CHRISTISON: Will you add to that that the 
time of the meeting be left to the Council to designate? 

Dr. Ketty: I would move that the invitation of Du- 
luth for next year’s meeting be accepted and that the 
time be fixed by the Council. 

Motion seconded. 


PRESIDENT CHRISTISON: The motion has been second- 
ed that the invitation of St. Louis County be accepted 
and that the time of the meeting be left to the pleasure 
of the Council. 

The motion was put to a vote and carried. 


Secretary Meyerpinc: A Resolution has been of- 
fered as follows: 


“Much credit for the success of the 61st Annual 
Meeting of the Minnesota State Medical Association 
is due to the splendid codperation and interest shown 
in the meeting in St. Paul. 

“The House of Delegates wishes to especially thank 
the Ramsey County Medical Society through whose ef- 
forts the success of the meeting is largely due; the 
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Dispatch, the Daily News, and the Associated Press for 
their careful and intelligent handling of the reports; 
the St. Paul Association for the efficient arrangements 
for the Open Forum Luncheon; the Masonic Temple 
and the St. Paul Hotel for the many courtesies ren- 
dered.” 


We would suggest that also a Resolution be au- 
thorized to be sent to Ramsey County Medical So- 
cicty tor their wonderful entertainment as hosts. 

Dr. Coventry: I move the Resolution be adopted. 

Dr. Wattram: I second the motion. 

PRESIDENT CHRISTISON: I can’t see the sense of 
thanking them for something it is their duty to do. 
It is what you would expect them to do. 

The motion was put to a vote and carried. 


PRESIDENT CHRISTISON: Inasmuch as our next meet- 
ing is to be held in Duluth and that it is incumbent 
upon me to appoint a Committee to introduce the 
President-elect to the assembled multitude tomorrow at 
10:10, I shall be pleased to appoint Dr. Coventry and 
Dr. Claude Haney of Duluth to perform that office. 

Secretary Meyerpinc: The Council will meet here 
immediately after this meeting. We are going to put 
on the Canti Cancer film immediately. Those who wish 
to see it may remain. 

PRESIDENT CHRISTISON: Has anyone anything to offer 
under the head of new business? 


Dr. WorKMAN: This is the Report of the Council. 
Dr. Coventry read the report of the Committee ap- 
pointed to study Associate Membership, as follows: 

“Your Committee on Honorary and Associate Mem- 
bership beg leave to report and recommend. 

First: That local county medical socities be urged 
to so re-arrange their Constitutions and By-Laws as 
regards classification of membership so as to conform 
with the Constitution and By-Laws of the State Med- 
ical Association. 

Second: No person affiliated with the University of 
Minnesota shall be admitted to membership in the 
Minnesota State Medical Association unless he shall 
hold a similar membership in the local medical society 
within which his residence is established.” 

Motion made by Dr. Condit, seconded, and ‘carried 
that the report be accepted. 

The House of Delegates referred to the Council the 
appointment of a Committee to draw up a resolution to 
present to the American Red Cross opposing the res- 
olution issued by that organization. Dr. Workman ap- 
pointed Dr. Coventry and Dr. Savage.” 

I wish all the Delegates would carry that information 
home. 


PRESIDENT CHRISTISON: You have heard the Report 
of the Council. What is your pleasure? 


Dr. Jones: I move that the Report of the Council 
be accepted. 


Dr. Hayes: I second the motion. 


PRESIDENT CHRISTISON: It has been moved and sec- 
onded that the Report of the Council be accepted. 


The motion was put to a vote and carried. 
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PRESIDENT CHRISTISON: I am going to ask the Sec- 
retary to read a couple of letters which came to me this 
morning. One of them is purely a business letter, and 
the other one I think perhaps will be to some of you 
rather a pathetic note and yet after you have heard it 
read, | hope that perhaps all of you will feel the same 
way as Dr. Workman and myself do about it—I have 
shown it to him—and perhaps will offer some Resolu- 
tion that I may convey to the writer of this letter. 


Secretary Meyerding read the letter. 


PresIDENT CHRISTISON: I am sure that all of you 
who have been active in Association matters in years 
gone by will remember Emmett Farr, his wise coun- 
sel, his leadership, the generosity with which he gave 
his time and talents not only to the Association as a 
whole but for many years he served as Chairman of 
the Board of Editors on the Editing and Publishing 
Committee of Minnesota Mepictne. The service which 
he rendered in that particular position has been rec- 
ognized by the Council and he has been made an Em- 
eritus member of that Committee. Many of you doubt- 
less know that dear old Emmett has been incapacitated 
for a long time and it would seem to me as though it 
would be fitting and appropriate if you would direct the 
Secretary on behalf of this House of Delegates to 
write an appropriate letter of acknowledgment to Dr. 
Farr. Of course, I shall write him personally and 
probably go and see him before very long, but I do 
think it would be nice if some official recognition was 
taken of this note. 

Dr. Watram: It would give me great pleasure to 
move that the Secretary be instructed to write a letter 
as indicated, to Dr. Farr. 


The motion was seconded, 


PRESIDENT CHRISTISON: It has been moved and sec- 
onded that the Secretary express to Dr. Farr in ac- 
knowledgment of this letter the good wishes of the 
House of Delegates and I am sure the Secretary will 
do this in his own inimitable way. 


The motion was put to a vote and carried. 


SecRETARY MEYERDING: Communication from the 
American Medical Association. (Letter from Dr. West 
read.) 


PRESIDENT CHRISTISON: That letter is more or less 
self-explanatory. You doubtless are aware of the fact 
that the American Medical Association is running a 
questionnaire touching upon physicians’ incomes. Dr. 
Drake in an earnest effort to assist the Association in 
getting material for this compilation ran a page in 
Minnesota Mepicine. It is apparent that the Amer- 
ican Medical Association does not wish it continued 
and therefore we shan’t do it. 


Has anyone else anything to offer under the head of 
new business? 


Dr. Meyerding has called my attention to the fact 
that this is rather an unusual meeting. This morning 
the registration amounts in round numbers to 720 and 
in so far as anyone is aware, that is the largest regis- 


tration we have ever had. Of course, you appreciate 
the fact that instead of the ordinary two-day meeting, 
this has really been a three-day meeting; the Ramsey 
County Medical Society putting on the morning of 
Monday and at the request of a number of gentlemen 
here and there throughout the State, we undertook to 
put on a Fracture Symposium yesterday afternoon. 
Now we would like to know, and I know Sam would 
like to know whether or not this meets with your ap- 
proval—and whether or not you would like St. Louis 
County to follow our example and give us a three-day 
session in Duluth next summer instead of the two-day 
session. The floor is open for any femarks that you 
would like to make. We can only assume from the 
fact that the attendance has been—shall I say good, or 
better?—that somebody must like this sort of thing or 
you wouldn’t have come in for the first day’s meeting 
in such large numbers. We had 578 registrations up 
to six or seven o'clock last night. Am I to take it for 
granted that you do like this sort of thing and will 
you kindly pass this thing on to the gentlemen of Du- 
luth so they will know whether or not they should 
have such an arrangement next year? 

Dr. Ketty: As one from the sticks, I want to say 
that for fellows in my situation, the program as ar- 
ranged this year is a very happy thing. I was very 
glad indeed to come down Sunday evening so as to be 
here at 8:30 yesterday morning, and I am sure the at- 
tendance yesterday morning showed that there were 
many in like circumstances or in like opinion, and since 
it proved so successful this year, I think the incoming 
administration will find something on the same order 
equally desirable for next year. 

SecretArY MeEyerDING: Dr. Strachauer will tell the 
story of the film. It is the same one that was shown 
upstairs. 

PRESIDENT CHRISTISON: Before this meeting ad- 
journs, I am going to call on my bashful friend on my 
right to say a few words to you. I am under the im- 
pression that he was rather taken off his feet when he 
was elected President, and for the time being his tongue 
cleaved on the roof of his mouth and it wouldn’t 
work, but now that he has gotten his wits about him 
again, I am going to ask him to tell you how much 
he appreciated it. 


Dr. Boyer: Dr. Christison has said about what I 
wanted to say. It is difficult for one to analyze one’s 
own thoughts at times, and I will say candidly to you 
that as I passed along the floor on my way out I was 
not thinking of the Presidency of this Association. 
When Dr. Christison beckoned me to come over here 
and I did come over and somebody said, “Now don’t 
say you’re surprised,” I know perfectly well that if I 
said I was surprised I would be making a very hypo- 
critical statement. Nevertheless, one never knows when 
lightning is going to strike. You may know you are 
going to be electrocuted, but you don’t know when 
the shot is coming, and I was in that condition when 
I came over here. Something happened, not to my 
tongue, but to my brain. Something seemed to disrupt 
the association of ideas so extensively that I didn’t 





658 MINNESOTA MEDICINE [October, 1929] 


even have sense enough to say “thank you” and which to come before this House of Delegates, a motion to 
I do now. adjourn is in order. 
PresipeNt Curistison: If there is nothing further The meeting adjourned. 














